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Table 1: Acronyms
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Executive Summary

Background

In mid2021, theUnited Nations High Commissioner for Refug@#dsHCR) estimated that more
than 84 million people were forcibly displaced worldwi@&me had faced traumatic
experiences: bombardment, threats, captivity, torture, and injuvyast forcibly dsplaced

people will experience grief, sadness, and |ésscible displacement disrupts everyday life,
livelihoods, infrastructure, and social support systems. For a significant minority, such

experiences trigger oexacerbatemental health conditions.

In 2021, approximately 86 percent of the Department of State Bureau of Population, Refugees,
YR aA3dINrGA2yQa o0twald 20SNESIA FaaiAweal yOS TFdzy
remaining 14 percent primarily went directly to international and local N@wscommunity

based organizations (CBOA% part of humanitarian and relief operatiossce 2018four of

the five |0s¢ International Committee of the Red Cross (ICRC), International Organization for
Migration (IOM),United Nations Higl€ommissioner for Refuge@NHCR), andnited Nations
LYGSNYFGA2Y LT [/ KA URGCHEY( itageprovideS MEPSS/sOpport GhomygR 6
their own staff, international and local NGOs/CBOs, primary health care (PHC) clinics, and
Ministries of HealthiMOHs).PRM has supported programmitigat promotes integrating

MHPSS interventions across all program sectors (particularly health, protection, and education).
With its direct funding to NGOs/CB@RM also supports several unique, staldne expert

interventions to identify and address gaps in services.

1t waQa TFATFAIK YlUsited\Natioits REligT SndWarks AdeKcS for Palestine Refugees in the Near East
(UNRWA).
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Evaluation Purpose and Questions

¢CKS LJdzN1RasS 2F (GKA&a SOFfdzad dAz2y Aa (2 .adzl Nl
EnCompassvaluatedt wa Qa al t { { LINE 3 NROZIYhioygH thefopBalos of N1 My
the four 10s (ICRC, IOM, UNHCR, UNI@ttFhe World Health OrganizationMHO), as well as
NGOgeceiving direct support through PRM or through IDse scope of work (SOW) had four

high level evaluation questio(&Q) and 13 sub question3.hefour evaluationquestions are

presented belowSib questions ardoundin Annex 3

1. To what extent have PR8upported programs, both by I0s and NGOs, contributed to
meeting theMHPSS needs of refugees and IDPs?

2. How have PRM partners integrated the needs and perceptions of beneficiaries of PRM

funded programs into the planning, development, and evaluation of MHPSS programming?

3. How has the COWHDO pandemic affected the efficacy BfHPSS programming from PRM

partners (both stanehlone and integrated)?

4. 2 Kl G OKFy3aSa 2N dzLJRFGS&a G2 twaQa alt{{ &GN}
PRM to meet and address the MHPSS needs of its PoC?

Methodology

To understand the depth and breadthT t wa Q& L} NI F 2t ArévewedtKvba P33 { dzt
portfolio of 145NGOfiles coveringprogram proposals and reporgcross25 countries Team
membersalsoconsulted withfour of the five I0sIOM, UNHCR, UNICEF, and WHO) and four

INGO partners Cener for Victims of TorturédCVT,) Hebrewimmigrant Aid Society (HAIS),

International Medical Corps (IMC), adésuit Relief Servicé3RS)vorking in MHPSS.he four

I0s and NGOs provided averview and background on their work. All five 10s, inclutdiigC,

and the four NGOprovided and/or recommendelley documentswhich were reviewed in the

Inception ReportThe team alssummarizedMHPSS literature, primarily related to the



Pagel2 of 281

Interagency Standing Committee (IASC) policy guidelines and recommendedggdghdings

from the consultations,portfolio and literature reviews informed the design of an online survey
distributed from February to May 2022 to 43 NG&adqguarters whothen forwardedthe

surveyto their field programs. The surveyelded a response rate of 48 percernh March 2022,

the Evaluation Team interviewed service providers and users, including refugees, migrants, and
asylum seekers in Ankara, Gaziantep, Sanliurfa, Izmir, and Istanbul. Service users included

Syrians, Afghans, Irgdranians, and an Ivorian. In April 2022, the EnCompass team interviewed
service users, the Rohingya, locally affected Bangladeshis, and providers in eight camp sites in

/| 2EQa . FTFNJFYR Ay 5KF1FZ . Fy3fl Rfesdad@ndy dz £ A G|
hybrid individual interviews and focus group discussions (FGDeje was a total of 89

gualitativedata collection events.

Findings/Conclusions/Recommendations

EQ1L: Alignment of PRM-Supported Programs to Need

Findings

1 10 and NGO staff in GeneBrussels, Turkey, and Bangladesh and service users in
Turkey and Bangladesh reported that service users have a broad range of MHPSS needs,
from anxiety driven by difficulties meeting basic needs to acute, clinical disorders. Many
drivers of MHPSS needsnca from limited ability to meet basic needs and lack of

community supports.

1 PRMfunded 10s and NGOs frequently integrate social and psychological considerations
in the provision of basic services and security and work to strengthen community and
family sugorts. They provide some focused, nspecialized support (e.g., basic mental
health care by a PHC doctor or basic emotional support through community workers). In
some cases, NGOs provide clinical services by mental health specialists (e.qg.,

psychiatrists clinical psychologists, and psychiatric nurses), but most clinical services are
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provided through referral to national health care facilities when those facilities are
accessible to PoCs. 10s and NGOs primarily integrated their programming through the
humanitarian sectors but there are some standalone programs that respond to focused

or clinical needs.

PRMfunded NGOs report frequently implementing Psychological First Aid (PFA),
Problem Management Plus (PM+), Cognitive Behavioral Therapy (CBHelpdis
(SH+), and Pedo-Peer Plus (Peer+EQ1] IO and NGO respondents in Geneva,
Brussels, Turkey, and Bangladesh had generally found these programs useful when
applied as designed but noted that consistency in training and supervision of

implementers wasometimes a challenge.

In both Turkey and Bangladesh, both service providers and users reported that the
alt{{ aSNWAOSa IftSOAIGISR dz&ASNERQ a&vYLii2Ya
information and techniques. Service users noted that trust building, bottvdxen them

and providers and between them and other group members, made treatment effective.

IOs in Geneva and Brussels stated the importance of working within existing health care
systems while flagging challenges, including legal barriers, differenceslénstanding

of MHPSS between host governments and implementers, and limited numbers of
qualified MHPSS professionals. I0s and NGOs in Turkey and Bangladesh discussed how

these challenges led to gaps in services and ways they worked to counteract #dpse g

Several populations faced MHPSS service gaps. Persons with disabilities (PwDs), people
on the move, rural people, older people, and men, may have had services available, but
the services did not fully meet their needs or reach all population memlgzitser

groups, such as LGBTQI+, do not always have access to services targeted to their specific

needs, though they may access services that are not targeted to their needs.

IO staff members identified several challenges to tracking cost effectivenessxiém

to which organizations evaluate the ceasffectiveness of their interventions is limited.
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1 U.S. Government (USG), 10, and NGO staff in the case study countries all noted that
shifting priorities and the resulting program close out have caused harenwther
services are not readily available to receive people who continued to need these

services.

Conclusions

1 PRMfunded IO and NGO programs respond to MHPSS needs ranging from integrating
MHPSS interventions into basic services to offering clinicalcges by mental health
specialists. Most MHPSS services focused on integration into basic services,
strengthening community and family supports, and, to a lesser extent, on focused,
personto-person norspecialized support. PRMNnded programs provide lirted
clinical services beyond referrals. Service users benefit from both standalone and

integrated programs.BEQla, 1b, 1c]

1 Due to the challenges of integrating with existing health care systems in low resource
settings, the limited number of MHP$&fessionals and supervisors relative to the
demand, and the broad range of mental health challenges that service users face
(further driven by limited access to basic needs and education), there are mental health
gaps, particularly for perseto-person grvices, both clinical and netlinical, that PRM
funded programs could not fully address, despite efforts to support focused pdoson

person nonspecialized and clinical car&Q1la, 1d]

f h@SNYXftfz twaQa | LIINRF OK (2 a lwelffdrthaseS NIDA OS L.
service users who programs can reach. Referral pathways for clinical services (both
inside and outside of camps) need to be strengthened in coordination with other MHPSS
LI NIYSNE YR LINAYFNE KSIf GK Opagtars Mirdve ¢ 2 Ay
access to clinical services by mental health specialists, the number and capacity of
qualified MHPSS professionals, both medical andmedical, needs to be increased.

[EQ 1d, 1€]
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Recommendations

1 To address staffing shortages, PRM shquidritize programs that build the capacity
and skills of MHPSS professionals, particularly those who can train staff and community
members to refer those with MHPSS needs to PHCs. Many PHC clinical staff in turn need
further training to provide clinicalesvices or referrals to higher level services.
Programming could encourage relicensing and training new MHPSS professionals from
the service user population so that they can practice in their new countries and reduce
staffing shortages. To the extent pdds, PRM should encourage NGOs to support a

diverse range of practitioners and volunteers. [EQ 1d].

1 Over the next several years, PRM should engage in targeted advocacy with host
I32OSNYYSyida (2 FFrOAtAGFIEGS aSNIARRSYRSENSE QUGN

into education) to reduce stressors that drive MHPSS concerns. [EQ 1d].

1 PRM should require their grantees to develop explicit, rapid close out strategies and
plans (e.g., training and transferring services to local providers and commundties) t
ensure sustainability and continuity of services for service users and fund short term

implementation of these strategies when grants are not renewed. [EQ 1d].

EQ2: Accountability to Affected Populations

Findings

1 Reported feedback mechanismsTinrkey and Bangladesh consisted of hotlines,
complaint boxes, and direct feedback, both in individual and group settings. Service
users reported that having multiple feedback mechanisms allowed for confidential and

sensitive feedback.

1 10s and NGO reportetiat feedback mechanisms are accessible for children and in

formats reducing language and literacy obstacles for service users. Service users and
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NGOs indicated that mechanisms are offered in confidential and anonymous formats,

which encourage open feedblkc

1 Program content was adapted or developed to respond to service user needs (e.g.,
programs for language skills, livelihoods, and sessions on S/GBV, family dialogue, and
depression), which were identified through feedback mechanisms. Logistical
adaptatiors (e.g., in scheduling, location, and materials provision), were addressed to

reduce barriers to service user participation.

T 2KAES NB&aLRYRSyila LNRPOARSR LRaAAGADGS SEI YLX
decisionmaking, service users reported petsist gaps in information in order to make
connections to other service organizations and barriers to services including shortages

of samegender staff.

Conclusions

1 The current feedback systems used by I0s and NGOs capture service user input and are
generdly effective at incorporating service user feedback to design and implement
alt{{ LINRPBINIYYAYy3I NBfSGryild (2 GKS aSNBAOS
aware of populations who face gaps in accessing services and whose needs are not then
addressedn programming approaches. The data provide strong evidence that service
users have access to a variety of feedback mechanisms. The mechanisms are
appropriate for gathering information on sensitive topics as well as accessible for service
users of various@es and literacy skillsEQRD2a] In response to feedback, service users
report that programs were adapted to ease logistical barriers and to tailor programming
to address MHPSS needs. The data indicate that while organizations incorporate
beneficiary feedack, more could be done to reduce information gaps to connect users

to other services.
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EQ3: COVID-19 Impacts and Adaptations

Findings

1 The COVIA9 pandemic increased the mental health burdens of service users and
providers. Women and children are reported facing specific vulnerabilities from IPV

and S/GBV, social isolation, and lack of access to education.
1 PRM's flexible funding allowed organizations to adapt to the CQ9Ipandemic.

1 Adaptations to the COVHDO pandemic included training of service piders from the
local population, virtual service provision and supervision, further integrated services,
and an increased focus on livelihood and food programming. Adaptations varied by

country and target population.

9 Virtual service provision provides wideach and flexibility, especially for women and
PwDs who may not be able to leave their home to receive services. However, it requires
access to digital devices and risks not reaching people experiencing domestic violence
and S/GBV.

1 Implementers integratd MHPSS services into health services during the pandemic in
order to respond to MHPSS needs including thosegxisting, amplified and/or driven

by the pandemic.

1 As the burden on staff and service providers increased, additional support was needed,
including training of more MHPSS service providers. Existing providers needed support

to cope with loss and address their own stresses, secondary stress, and burnout.

Conclusions

1 The COVIA9 pandemic had positive and negative effects on MHPSS. While isolation
increased MHPSS needs, the pandemic also led to more MHPSS conversations online

and communityled support. Seeking services became more normalized and virtual
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service provigin increased access to care for many. Some groups experienced increased
needs and did not receive servicesperson or virtually. Implementing staff and

beneficiaries alike were most interested in hybrid services moving forward.

The pandemic brought taght the needs of MHPSS service providers. Reports of
burnout, high turnover, increased stress, and increased secondary stress demonstrated
the need for more trained service providers and the importance ofcaié

interventions for service providers.

Recommendations

)l

Over the next funding cycle, PRM should work with its IPs to determine where and when
hybrid approaches will and will not be feasible and advisable and work to develop these

approaches.EQ3a, 3b]

PRM should ensure that future funding allofes ongoing seHcare interventions for

mental health professionals and volunteerEQ3b]

PRM should ensure that future funding allows for ongoing-seit interventions for

mental health professionals and volunteerEQ3Db]

EQ4: PRM MHPSS Strategy

Findings

T

LyOftdzZRAY3 alt{{ Ay twaQad KSIfGiK adadNraGdS3e

mental health is an intrinsic (sine qua non) part of humanitarian health care.

LYyOtdzZRAY3 alt{{ Ay twaQa KSIFIfGdK adadNraGaS3e

mental health is an intrinsic (sine qua non) part of humanitarian health care.

In addition to health, service providers most often referenced the protection (including

child protection and S/GBV), education, livelihoods, and nutrition sectors as ctatical
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MHPSS integration and their sectoral operations. In face of funding cuts, they were also

concerned that MHPSS interventions could be deprioritized by sector specialists.

A ¥ 4 A x

1 OO02dzyG oAt AlGe G2 ' FFSOGSR t2LdAFGA2ya 6! !
many IPs developed strategies to include PwDs. AAP measures led to partners
developing new strategies for MHPSS provision (e.g., mobile clinics, online

programming, and community volunteers).

Being accountable did not guarantee that partners were abladoess the most

affected and vulnerable service users, particularly during the pandemic. Some of the
R20dzYSYyiSR o6 NNASNER ¢6SNB t23Aa0GA01f o0AyidSN
lack of legal status, and soetoltural (stigma towards LGTBI+,igebus, and familial

statuses).

PRM increased support to its IPs through my#ar funding and added new

partnerships with national and local NGOs.

PRM's MHPSS milestone, "increased engagement between PRM and WHO on MHPSS to
enhanceprogramming,” was not realized during the programing period that was in

scope for this evaluation (2013021). However, PRM continued to be perceived as a

major donor in advancing MHPSS humanitarian programming, knowledge, and

innovation. WHO and other I0Osdicated that PRMs participation as an observer would

be very welcome on MHPSS country level Technical Working Groups (TWGSs) and at the
global level MHPSS IASC Reference Group (RG), curreckigioed by WHO and IFRC.

LYLX SYSY(Ay3 LI addieyafubtBnystergsychaiagaxidticay did not
address outcomes (other than sekported) 14 and impact data, which were reported

to be difficult to obtain within limited time frames and pandemic lockdowns.

IPs, particularly for their crossectoral ogrations, lacked systems to track MHPSS
expenditures and in general, there was little to no financial analysis of interventions and

programming.IPs, particularly for their crossectoral operations, lacked systems to
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track MHPSS expenditures and in gemettzere was little to no financial analysis of

interventions and programming.

There was a widespread perception of a tradeoff between addressing the severity and

the magnitude of mental health needs.

Most 10 and NGO programs, whether integrated acros®sgeor standalone programs,
lacked sufficient MHPSS human resources and capacity to address the increased
demands at all levels of the pyramid, particularly during the pandemic, where basic

survival needs were not being met in some cases.

IPs reported thainational health care systems were unedersourced and challenged
particularly during COVHDO. IPs reported that there was not enough medical training of
clinical psychologists and psychiatrists, who in turn could train PHC providers to
recognize and re&fr mental health conditions. Some countries had very few clinicians
(e.g., one country had only one psychiatrist). Given the increased demands for mental
health services in northern countries, health care migration of psychiatrists and other

critical provders to those countries reportedly increased.

In spite of their tragic nature, and notwithstanding the human suffering they create,

SYSNHSyOe aAdda dAz2ya NS fa2 2LILRNIdzyyAGAS

2013:4). The opportunity andthe necassi @ (2 AYLX SYSyd 21 hQa

remain equally relevant today.

Conclusions

T

a. cC

twaQa adNFGS3e | RRNSidasSa NXtSOlIyld 02y OSNYya

OFNB LINRPGAAAZ2YS>S o0dzlil aAYLI & lFa | Kt ak
crosssectoral support, particularly related to protection, education, livelihoods, and

nutrition. [EQ 4a]

a i N.
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1 PRM has the experience, international reputation, and tieraad multryear funding
modalities to advance the MHPSS agenda on internationahatidnal levels; to
I RG20F S 6KSNBE LRaairofSy F2NI t2/ Qa AyOf dza
systems; and to strengthen donor coordination on the MHPSS technical working groups.

[EQ 4b]

1 AAP measures were most effective in encouraging new programming strategies.
| 26 SHSNE ASNWAOS dzaSNBRQ SELSNASYyOSa FyR NB
YR OdzZ GdzN> f & FFRILWGSRYE 2dzi02YS FyR AYLX} Ol
al/ 2YY2y amewdrk t€iNplement the Core Principles of: Human rights and
equity, Participation, Do no harm, Integrated services and supports, Building on

available resources and capacities, and Multilayered supports. [EQ 4c]

1 Monitoring and evaluation systems, langifinancial, outcome, and impact metrics, are
insufficient for strategically allocating resources, making the case for the cost
effectiveness of communitpased interventions, and determining how to integrate with

national health care systems and to gosttale most efficiently. [EQ 4c]

1 Given a rapidly evolving field with reported high health care provider turnover and
migration rates and language and cultural differences, and secondary stress, existing
human resources specifically trained mental health drPSS service providerare
insufficient to address the needs and expectations at every level of service provision

across diverse populations and to go to scale through national integration. [EQ4]

Recommendations

T twaQa alt{{ aiGNX iS3IR WRAAR2 oNYBFIOQI TNRY .ddz
communitybased and crossectoral programming, COVI® adaptations, and

expected funding modalities, outcomes, and impaEiQ@a, 4c].

1 Groups to support and coordinate with other donor, 10, and NGO/CBO strategies for

rolling out the Minimum Service Package (MSP) and for integrating MH and clinical
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psychological services in national health care systems, and psychological and social

support in national and community social welfare systeri€4b, 4c].

PRM should encouge its NGOs, through its AAP requirements, to develop specific,

local strategies for accessing the hardest to reaEiQ4].

To the extent possible, PRM should encourage its IPs to organize monitoring and
evaluation systems that address outcomes and inip@th some basic cost and
expenditure data, and to use the IASC M&E framewdQ4c].

PRM should encourage its IPs to develop some simple bergsfitanalysis to assist in
determining where best to target limited resources in a given population basetie

PoC profiles, needs, infrastructure availability, and existing resoure€gld].

PRM should prioritize support at all levels for IPs that address human resource
requirements from training communitpased volunteers to reredentialing refugee
psychiatrists and/or training for national and local psychiatrists, clinical psychologists,
psychiatric nurses, and PHC clinicians in addressing humanitarian mental health needs.
Strengthening the human resource base may be the most effective way of expanding
the integration of refugee populations into host government health care and social

welfare systems.HQ4b, 4c].
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Description of MHPSS Initiatives

In mid-2021, the United NationdHigh Commissioner fdRefuges(UNHCR) estimated that more

than 84 millionpeople were forcibly displaced worldwide, including 48 million internally

displaced, 26.6 million refugeesnd4.4 million asylum seekets Some faced traumatic
experiences: bombardment, captivity, torture, and injuryhose escaping war and conflict may
have witnessed torture, death and/or injury of family and friehd3nce displaced, many risked
economic hardships, discrimination, $psand/or social isolatiéh Daily stressors arttie
unOSNIFAydGe Fo62dzi 2ySQ& ¥ dzi dzZNB coulg alsbdfeetihédd O G S R

mental and psychological webeing and mediate or heighten the impact of earlier traumatic

w»

events$. In 20, the COVIEL9 pandemic exacerbated these hardships with border closures;
losses of livelihoods; limited to no access to health, education, and other basic services; and in

extreme cases, insufficient food supplies, potable water, sanitation, and/oteshel

Most forcibly displaced people will experience grief, sadness, and loss. Acute transient distress

is a natural response to extreme adversifyorcible displacement disrupts everyday life,

livelihoods, infrastructure, and social support systems. &eignificant minority, such

experiences trigger mental disorders, including depression-fpastnatic stress, substance

abuse, and/ogNJA ST ¢ KSaS RAA2NRSNE OFy dzy RSNXYAYS LIS?
tasks. Those with peexisting condi#g y 82 Ay Of dzZRAyYy 3 LA OK2aAaxX SLACf
require increased support when basic health and social services are stretched or nonexistent.

Given pressures on families and househatgxual andyenderbased violencéS GBV)may
increase.S/GBMn turn contributes to longerm and intergenerational suffering and loss of

social cohesiorA 2019World Health Organization (WHO) prevalence study finds that:

The burden of mental disorders is high in confift¢cted populations. Given the large
numkbers of people in need and the humanitarian imperative to reduce suffering, there is an

urgent need to implement scalable mental health interventions to address this burden.

The WHO estimates that rates of depression, ficstimatic stress disorder (PTSDidaany

mental disorder among people exposed to conflict in the previous 10 years were 10.8 percent,
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15.3 percent, and 22.1 percent respectivelgmergencies, conflicts, and natural disasters

increase the prevalence of mental health and psychosocialedistn those directly affected

secondary trauma in those providing humanitarian and emergency assist@amdénsecurity,

anxiety, and instability in surrounding locally affected families and communities. Given these
stressors, the humanitarian communiy®S O2 3y AT S&a GKS AYLERNIFyOS 27
and psycheociald dzLJLI2 NI ¢ oal t { {0 LINRPINFYYAYy3AS RSTFAYSR
support that aims to protect or promote psychosocial weing and/or prevent or treat

YSyidlrt RAA&A2NRSNIE

Thehumanitarian community, including international organizations (10s), nongovernmental
organizations (NGOs), and commuriysed organizations (CBOs), and governmbeats

increasingly recognizithe need toaddress MHPSS in their programming for refugees,

da L)X F OSR LISNER2yaX YAINIrydGazr adl iStSaa LISNE2yaA:
approximately 86 percent of the Department of State Bureau of Population, Refugees, and
aAdNI 0A2yQa8 o6twav 2GSNBSIFAa | 4aAad8{PHDS & dzllll2 NI
International Committee of the Red Cross (ICRC), the International Organization for Migration
(IOM),the UNHCR, the United Natiolmernational/ K A f FEN@&Ggergund (UNICERNd

the United Nations Relief and Works Agency for Pale®iefigees in the Near East (UNRWA)

As part of their humanitarian and relief operations, these 10s provide MHPSS througbwtimei

staff, NGOs/CBOs, primary health care (PHC) clinics, and Ministries of Health (MOHS).

C 2 NJ tevahddan of itsMHPSSupport the Bureau asked EnCompassdi 2 | RRNX &aa t w
programming from 2018 2021 through the work and operations of five 10s (ICRC, IOM,

UNHCR, UNICEF, and WHO). These five 10s either directly ddeirMefunding for MHPSS
programming [CRC, IOMJNHCRand UNICBFer in the case othe WHO led in MHPSS

2 Data provided by PRM in November 2021
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humanitarian programmingAll five I0swvork in direct and prolonged conflicts and emergencies
with & egulations2 ¥ O 2 Y GCS) Mo énaybave heightened MHPSS needs.

twaQa alt { {itsl@PAILRNILINEZRAOFI SR 2y SIFOK 2NAI YATI
and focus areas. UNHQ@Regrates MHPSS into their programming, maimithin health,

community-based protectionandS GBV and child protection. They support ceipabuilding,

operational research, antaining and integratiorof MHPSS servica®to national health care

systems for refugees. ICRC identifies, trains, and supports first responders, including community
leaders, to provide MHPSS services to indivislaaid groups in emergencies and situations of

armed conflict. IOMprovidespsychosocial mobile teampsychoeducationalnonformal

educationand recreational activitiesVHPSS hubs in camps and host communiaesl

reintegration training and services foeturnees

UNICEF and th&/HCreceive most of their U.S. Government MHPSS funding from other
agenciesHowever given their leadership roles in MHPSS, their weikcluded in this
evaluation. WHO supports epidemiological research, identifies gaps icesand ways to
respond, develops training guidelines MOH/PHC providers, and provides evidence for new
therapies, best practices, and case managem@fiO and IFRC currently-cbair the Inter
Agency Standing Committee (IAR&ference Group on MHPBSEmergency SettinggNICEF
supports MHPSS services for children, families, and other caregivers throeghdts
protection/GBV, education, health, nutrition, and water, sanitation, and hygiene (WASH)
sectord 2ogramming WHO, UNICEEINHCR, and UNFBRAve alsalevelopeda Minimum
Service Package (M$SRinded by multiple donors. The M$Pbeingpiloted in five countries:
Colombia, Iraqg, Nigeria, South Sudan, and Ukrdmset a standard for MHPSS service delivery

in humanitarian situations

In addition to supportinghe L h ta ékganize MHPSS servicBRMprovided direct assistance
through cooperative agreementgoballyto over 135 NGOs and CBOs at regional and country
levels. In this evaluation, PRM prioritized fauD h & @ lekréw Immigrant Aid Society (HIAS),
International Medical Cog(IMC), Jesuit Refugee Service (JRS), and Center for Victims of
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¢ 2 NIi dzZNB ¢ their fodupdh MEPSE programmiagross severalauntries® CVThas
worked with torture andtrauma survivorsdr several decade<VT, HIAS, JRS, and M@
provided specializedraining and support for referral pathways primary health care system
As recognized leaders in MHPSS to PoCs, theythaed NGOs (referenced in this evaluation)

have developed both standalone and integrated cresstoral MHPSS programming.

DdZA RSR o6& L! {/ Q& al trdfef toRxilitS, NENS hasi supboftedLId NI YA R 0
LINEINF YYAYD O FEf F2dz2NJ LINPINI YYAYy3I  SOStaod t
integrating MHPSS interventions across all program sectors (particularly health, protection,
livelihoods, nutrition,and education). PRM supgs several unique, standlone expert

interventions (e.g., guidelines, specialized mobile teams, and clinical training) to identify and

addressservice gaps.

Exhibit 1: IASC Pyramid of MHPSS Needs

Clinical

services
(eg, clinical
mental health care*)

Focused
psychosocial supports
(eg, basic emotional
and practical support to
selected individuals or families)

Strengthening community and family supports
(eg, activating social networks
and supportive child-friendly spaces)

Social considerations in basic services and security
(eg, advocacy for good humanitarian practice: basic
services that are safe, socially appropriate, and that protect dignity)

Full image description Pyramidin four sections from top to bottom

1 Clinical services (e.g., clinicaéntal healthcare)

3 These four NGOs were instrumental in the consultations for the Inception Report. Although they were not
included in our case study countries, their insights guided the data collection.
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9 Focused psychosocial supports (e.g., basic emotional and practical support
to selected individuals or families

1 Strengthening community and family supports (e.gtiating social
networks and supportive chitetiendly spaces)

9 Social considerations in basic services and security (e.g., advocacy for good
humanitarian practice: basic services that are safe, socially appropriate, and

that protect dignity)

Evaluation Purpose and Scope
alt{{ LINBINIYYAYy3I A& ONIRIiIA Obalingadistancearda Y I yRI
LINPGSOlOAZ2Yy (2 GKS ¢2NitRADaAY2AIN Adif YiISNIAGTONSUISEZS

services to build resilience amoRpCs

Evaluation Purpose

To date, PRM has not evaluated its MHPSS programmiggBureau rguiresevidence to
provide practical recommendations to inform its MHPSS strategy policies and programming for
PoC¢' While this evaluation ikargelyretrospective, PRM requestedtat EnCompassonduct a

formative evaluation ofts current strategy anevork on MHPS§oing forward

Evaluation Questions

The SOW had fowvaluation questions and 13 sub questioii$ie evaluatiorguestions are

presented belowThe sib questions ardéoundin Annex 3

1. To what extent have PR&8upported programs, both IO and NGO, contributed to meeting
the MHPSS needs of refuggeandinternally displaced personsP3?

AC2NJ LIdzNLI2 aSa 2F GKAAa St dzl ihalg/rEfugées)aigingsyirternally digplacgd) S Ny €
asylum seekers, stateless, and/or locally affected populations.
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2. How have PRM partners integrated the needs and perceptions of beneficiaries of PRM

funded programs into the planning, development, and evaluation of MHPSS programming?

3. How has COVHDO affected theefficacy of MHPSS programming from PRM partners (both

standalone and integrated)?

4, 2 KF G OKIFy3IS&a 2NJ dzAJRIFGSa G2 twaQa alt{{ aiNXi
PRM to meet and address the MHPSS needs of its PoC?

Evaluation Design and Methodology

The evaluation took place between Octob2021 and July 202. The team focused on PRM
MHPSS programming frog018 until2021

Evaluation Design

To develop the data collection instruments, the Evaluation Team hétbnsultationswith

four 10s,four NGG, and PRM Program Officers and Refugee Coordinators in Washington, D.C.,
Geneva, Turkeyand Bangladesfhe interviewees providedocumentationof their MHPSS

actions, which informedhe Inception ReportTocapturei KS RSLIGK | yR 0NXBI RGK
portfolio, the teamNXS @A S g S portfdliovcav@ring145 IPproposals and reportacross25

countries (efer to Annex 6for Inception Reporfindings). The tearalsoreviewed MHPSS

literature, primarily related to IASC policy guidelines and recommended pracfibes.

consultations, along witlipdateson the current political, refugee, arskcurity situatiorled to

selecting two fieldwork sites Turkey and BangladesHrom eight potential countries
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identified by PRMrgfer to Annex 4for details)® Findings from the pofolio and literature

reviews informed the online survey design.

In February 2022, two tan members interviewed IOM and IMC MHRB8&agersn Brussels
and ICRC, UNHCR, and WH&nhagersand the US Mission Team in Geneva.

In March 2022, the Evaluation Teanterviewed service providers and usensTurkey

refugees, migrants, and asylum seekexto includedSyrians, Afghans, Iraqi, Iranians, and an
Ivorian,in Ankara, Gaziantep, Sanliurfa, Izmir, and Istanbul. In April 2022, the EnCompass team
interviewed service usetrsRohingya refugees, locally affected Bangladeshisd providers in
eightOF YLJ aA0G8& Ay / 2EQ&a . |[DatachledtiofiRcludeg89 isdiitiupll =
interviews and focus group discussions (FGD®interviews from Bangladesh, Brussels,

Geneva, and Turkedemographics are provided Annex 4

Methodology

MHPSS in the humanitarian context is a technigidly changing field addressing potentially
life-threatening issues. To capture these complexities, the Evaluation Team emphoyed
methods interviews and=GDsliterature and portfolio reviews; andan online surveyThe team
conducted 89 qualitative data collection eventncluding with proviers and service users. 48
NGOs and 37 I0s were interviewedirussels, Geneva, Turkey, and Bangladast the team
conducted three interviews with the local Bangladeshi commuiiibe survey was distributed

to 43 NGOs with a response rate of 48 percé&niither details on methods are innex 4

5The eight countries were: Bangladesh, Colombia, Ecuador, Jordan, Kenya, South Sudan, Thailand, and Turkey.
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Findings, Conclusions, and
Recommendations

EQL: Alignment of PRM-supported MHPSS
Programs to Need

Evaluation QuestionTo what extent have PRigupported programs, both 10 and NGO,
contributed to meeting the MHPSf®eds of refugees and IDPs?

The fndings belont RR NS & &4  alitiEhehind n¥edilghd international best practicethe

effectiveness of standalone prograras well agfforts to integrate MHPSS into other sector

responseshow well PRMsupported NGO adtities addressed gaps in 10 programming to meet

MHPSS needs; amdhich activities were morer less successful in meeting goals. !
1

EQL: Findings

IO and NGO staff in Geneva, Brussels, Turkey, and Bangladesh and service users
in Turkey and Bangladesh reported that service users have a broad range of
MHPSS needs, from anxiety driven by difficulties meeting basic needs to acute,
clinical disorders. Many drivers of MHPSS needs came from limited ability to

meet basic needs and lack of community supports.

As ane NGO frontline worker in Turkegported d 32 YSGAYSa GKS FAYLIFYOAL f
0KS TFTANRG OF dza S Réflectidy higs\ace @sa demit difficultidsintetyiagd £

for food and lodgings a source of stresSimilarly, discmination, bullying of children, a lack of

cultural integration, and loss of connections with friends, family, and community led to stress,
depression, and anxietpcross both countrieswomen and mernighlighted stress arising from

the challenges dfiving in a new countryOne male refugee in Turkeyted> 24 6 S | WNX F dz3
Aad G2 0SS auNBaasSRoé 2KAES NBLRNISRfome f Saa LINB
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service users requiredinical caregor pre-existingmental conditions(e.g.,bipolar disorde,
PTSD, and suicidal ideatjpwhichmay have been caused or exacerbated by their

displacement

Twentysix PRMfunded NGO survey respondents identified clinical disorders to which their
programs respond. The four disorders to which they often respomddapression (n=25, 96
percent), PTSD (n=24, 92 percent), anxiety disorder (n=23, 88 percent), and grief (n = 23, 88
percent). These respondents also indicated their programs sometimes address suicide ideation
and mental disorders in children. AdditionalB7 NGOs identified different populatiepecific

needs to which their programming responds, includBiGB\survivor support needs (n = 25,

93 percent), disability support needs (n = 25, 93 percent), intimate partner violence (IPV)
survivor support needén=24, 89 percent), torture survivor support needs (n = 21, 78 percent),
andLesbian, Gay, Bisexual, Transgender, Queer, IntéL$8RTQItsupport needs (n = 14, 52

percent) Exhibit4 in Annex 9. These responses indicated programming targeted victims of

S/GBVand IPV, childrerand persons with didalities (PwDs). While people of all genders may
be $GBV and IPV survivors, most service providers noted that they primarily serve female
victims of these forms of violence, and, according to service providers in both Turkey and

Bangladeshas seen globl, more women than men access MHPSS programming overall.

PRM-funded I0s and NGOs frequently integrate social and psychological
considerations in the provision of basic services and security and work to
strengthen community and family supports. They provide some focused, non-
specialized support (e.g., basic mental health care by a PHC doctor or basic
emotional support through community workers). In some cases, NGOs provide
clinical services by mental health specialists (e.g., psychiatrists, clinical
psychologists, and psychiatric nurses), but most clinical services are provided
through referral to national health care facilities when those facilities are

accessible to PoCs. IOs and NGOs primarily integrated their programming
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through the humanitarian sectors but there are some standalone programs that

respond to focused or clinical needs.

IO headquarters Q) staff observedhe importance othe MHPSS response system wog<at

all four levels of thedASCoyramid and coordinatig work across providers to ensure coverage at
It tS@Stad hyS Lh adGFFF YSYOSNI AYy DSySgl
have a memorandum of understanding with other organizations who can provide services to
2U0KSNJ | NBI a [23omedoiitrids)PREINde Brdyéams work with national

health services to ensure this coverageTulrkey, clinical servicese provided through
secondary and tertiary national caeand somenonspecialized servicdlrough primary health
care Whileworking with national health services to provide coverage can help achieve scale
and avoidcreatingparallel structures, effectiveness may vary depending on the capacity of the
national service to take on the additional populatidn. Turkey, PRM funded @ centers that
integrate MHPSS services into other programsdauicurrentlyoffer standaloneone-on-one

non-specialized serviceService users generally have a high regard for these standalone

services compared to government servicasemale service ser in Turkegaid & 0 KS Y A I NI

health center sometimes provides services, but they are not similar to the services here [at the

PRMfunded center]. The services here are broader, and the care of the patients is more [here]

GKIYy GKSNB®¢ ¢ikdicate s asibirFnieNd health caé Igivha reliance on
government MHPSS services to respond to clinical néed®&angladesh, governmehealth

servicesoutside thecamps remaindifficult for Rohingya refugee® access.

Due tothe central importance of referralservice providerseportedtraining social workers,
physical therapists, other neRIHPSS technical staff, receptionists, and sometimes even drivers

on making referrals. In Turkey, one NGO provided referral trainingthes NGOs and to

6 A UNHCR staff member reports thithere are ongoing discussions to provide telemedicine services and
enhancing mental health capacity in health facilities within the district (reported in June, 2022).
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teachers in public schools attended by both Turkish and refugee children. In Bangladesh, the

IOs and NGOs trained community par@unseling volunteers to provide basic MHPSS services.

PRMfunded programs focus on integrating MHPSS prograng with services to address basic

needs and protection or to strengthen community supports. A NGO HQ staff member in

Bangladesh advisg f we/don't address this issue in the beginning, then slowly, slowly it will

change into the mental healthiliness. ' Yy bDh FTNRYy Gt AyS ade:¥TF YSYOS

As much as you offer services at the basic level of the pyramid, you decrease the need for
the higher level. At each level of the pyramid, as you address the challenges you reduce the

need at the next level.

An 10 frontline staff member in Turkey explathe 0 K G a6 KSy ¢S (I f1 | 02dz
GF€1 lro2dzi K2g o06SAy3 dzylofS G2 FAYR I 220 | FF
concernand prioritized programs thatauld also meet basic needs. Service providers in Turkey

and Bangladeshdbieved that often men may not attend MHPSS programs because they are

focused on finding work and S S G A y 3 basic Nekds.A S & Q

Respondentbservethat MHPSS integration into other sectorgrdical,and many PRM

funded programs aralreadyintegrated.In the survey, NGO respondents were asked about a
AaSNASa 2F OGABGAGASAE YR 6KSGKSNI 0KSe AYLX SYS
GAYGSANI GSRPE LYyGSAINIGSR OGAGAGASA 6SNBE O2vya
including individually focuseservices. These NGOs reported that they frequently integrate

activities into the protection(including GBYand health sectors, with some integration into

education. These same sectors were the most frequently mentioned in the Turkey and

Bangladesh interews, along with livelihoods and nutrition. Some IO and NGO staff said that
integration had proceeded well, while others obsedv@ore could be done, particularly in

sharing data across MHPSS programs integrated into different sectors.

Service providers sdategrationasimportantin a holistic response to many MHPSS challenges

but less effective to meespecialized needs. As an G&nevamanagerobserved:
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Integration is excellent. The problem is that sometimes you have people with severe issues,
andith & KINR 6AGK Of AyAO0a 2F FS¢g R20G2NAEXIYR (K
KFEF@Ay3 I RSRAOFGSR LISNR2Y A& AYLRNIIFIYydX Ly f|

services that cannot easily be integrated in other more generic services

Respadents indicated that PRNunded integrated and standalone programs were both
effective for participants who access those programs. However, given the reliance on
government health sector referrals at level four, some critical needs may not be adequately

met for service users who need level four services.

PRM-funded NGOs report frequently implementing Psychological First Aid (PFA),
Problem Management Plus (PM+), Cognitive Behavioral Therapy (CBT), Self-Help
Plus (SH+), and Peer-to-Peer Plus (Peer+).7 10 and NGO respondents in Geneva,
Brussels, Turkey, and Bangladesh had generally found these programs useful
when applied as designed but noted that consistency in training and supervision

of implementers was sometimes a challenge.

NGOs survey respondents regen the psychaesocialinterventionsthey use in their PRM

funded programsThe most frequently cited responses afeown inError! Reference source n

ot found.Table2, while the full range of responses appear&ixhibit10in Annex 9

Table 2: Percentages of NGOs reporting the use of variqasychesocial support interventions

Supportinterventions PFA PM+ CBT SH+ Peer+
Percentageof NGOghat use therapy 89 71 71 64 57
(overall)

7 Both PM+ and SH+ are brief packages with adapted techniques derived from CBT (WsEG&tion, June
2022).
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Supportinterventions PFA PM+ CBT SH+ Peer+

Percenageof NGOghat use therapy with 72 50 43 46 21

both individuals and groups

Percenageof NGOghat use therapy with 21 18 29 4 14

individuals only

Percenageof NGOghat use therapy with 4 4 0 4 14

groups only

Most PRMfunded NGOs that used theseterventions used them to address PTSD, anxiety

disorders, depression, and suicide ideation.

In Turkey and Bangladesh, 10 and NGO respondents cited positive experiences with the
interventions, with some caveats. For example, in Bangladestice provides trained
community paracounselor volunteersn PFA teserve as first responders for natural disasters
and other adverse events. Howevequntry-level 10 HQ staff membenbservedthat para
O2dzyaSt 2N @2t dzwari€dIrsEnt caseshere iasihsafficienyodersght of the
training and followup due to the limited number of trained professionals who could supervise
the paracounselorsStaffwere concernedabout whether the counselors implemented PFA

according to its intended use&\n D HQ staff member in Bangladesh observed:

It's not that we disagree with Psychological First Aid, but in some understanding, is that we
sometimes perceive it to be a ctieme thing. With Psychological First Aid, often, this can be
used in emergency setts, for example, so you look, listen, and link, so then you package

the person off, and then that's. it

Both PM+ and SH+ have been trialed with Syrian refugees in Turkey. SH+ was found to reduce
the incidence of mental disorders six months following treaht among refugee® For PM+
Syrian refugees both stayed in the program and reported that they appreciated the content,

format, and implementation of the interventiohlO respondents in Geneva and Brussels
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advisedthat PM+ and similar interventions do not addressvere or complermental health

conditionsand should mclude followup supportto be mosteffective.

NGOs in Bangladesbported usingintegrative Adapt Therap§fAT),a theoretically guided
approach base on the Adaptation and Development After Persecution and Trauma (ADAPT)
model, specific to the refugee experienda IO Bangladesh staff membexplainedthat

researchevidence showthat IAT haseffective outcomes with this populatiof.

In both Turkey and Bangladesh, both service providers and users reported that

the MHPSS services alleviated usersoé sympt oms
information and techniques. Service users noted that trust building, both between

them and providers and between them and other group members, made treatment

effective.

Service users in both Turkey and Bangladgatedthat they had found PRMunded MHPSS

programs useful because the treatment they received alleviaed symptoms of depression,

anxiety, and stress and, in some cases, even suicidal thoughts. They appreciated the

opportunity to share their feelings, even when they could not access medication, and reported

that staff were very attentive and good listenevghich helped to build trust. In Turkey, some

service users described both service providers and other group participants as family. One male
ASNWAOS dzaSNJ y2GSRZ dasS ONBIFGSR FNASYRA 6S RA
we communicate witts  OK 2 G KSNJ ' yR a2t @S SI OK 2GKSNIQ&a LN

While both service providers and service useesatibedthe benefits of individual and group
treatment, they mainlydiscussed group activities. Respondents highlighted the ways that group
activitieshelped them At the most basic level, informati@essions (in both countries) and
language classes (in Turkey) allowed service users to learn about and access basic services.
Groupactivitiesalsoserved to build social connections, both between service users ahd wi

the host community. These social connections peesisifter the group sessions, with service
users often maintaining group WhatsApp channels to remain in toidtitionally, group

participants describe activities that helped to reduce stress and alkte symptoms when



Page37 of 281

focused on a particular mentalkalthissue. Frontline service providers tagorspecific group
activities to what participantsequested They usd recreational activities such as music,
pottery, cooking, and henna, to engage servisers and identify future activities to target
more complex needs. Th@oviders alsaeportedthat service users who bame leaders
through the groups were invaluable identifyingand recruiting other community members

with MHPSS needs anho could berfit from future activities.

Service provideradvisedthat their work to assure buin with locatlevel host governments

and community leaderwas a driver of success in their programmibmking with these leaders

increased trust in and awareness of thdN2 I NJ Y& I YR AYLINR ISR aSNWAOS
identify and respond to cases. Turkey IO staff reported that working with local governments

allowed them to show the benefitsf includinghost populatiors in programmingwhich helped

to reducecommunitytensions. In both countries, service providers stated that working with

localNGOs omith religious leadersauld help todestigmatize mental health.

We got a suggestion from beneficiaries, especially the religious leaders, they give us the
suggestion to speak our message or to have awareness session and psychosocial support
sessions using the Islamic songs or using the Islamic words. We can reach the people who

thinks that the NGOs were against religigiO frontline staff member in Bangladesh

IOs in Geneva and Brussels stated the importance of working within existing
health care systems while flagging challenges, including legal barriers,
differences in understanding of MHPSS between host governments and
implementers, and limited numbers of qualified MHPSS professionals. IOs and
NGOs in Turkey and Bangladesh discussed how these challenges led to gaps in

services and ways they worked to counteract these gaps.

In Geneva and Brussels, i@anagersobservedthat MHPSS work is shifting to improve
appicability of services and sustainability by working with locally based NG@se services,
in turn, areincreasing scale and sustainabilityibtegratingwith national health careystems

Local and national integratiareduces duplication of serviceshe 10s do not want to create
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parallelsystems andocus ondevelopingcapacity within existing structures. While 10 and NGO
staff in Geneva, Brussels, and both case study countries see this as importamgdbgpize

that working with local systems, pacularly local governments, can create gaps in services.

One critical issue is that host governments are not always willing or able to integrate service
users into their health systerand put regulatory barriersn placethat makeaccesdlifficult for
savice usersTheBangladesh government allows Rohingya people access to services outside
the camps when the level of care within the camps is insufficient. However, the process to
obtain a permit to leave the camps is challenging for both service provatetsisers.

Obtaining a permitanrequire numerousequestsfrom service providers before approval is
received Once obtained, service usensay needa volunteeror staff member to escort them,
creating further hurdledor accessing healthcare services outside the cadmze Rohingya
PoC=xit the camps, servica=an belimited. Turkeyprovided registeredefugeesaccesso
national healthservices® However refugeeswho are not yet registerewherethey are living
havelimited accessUnregisteredmigrantsdo notaccessiational health care servicésther

than emergency roomsMany refugees and undocumented migradepend onobtaining

mental healthsenices andcarefrom I0s and NGOs.

As seen in the case studieguntriesvaryin how well integratedefugeesare into national
health care systemSimilarly, another gap in service can arise whational healthservices
understandMHPSSlifferently from 10s and NGO &ivenbudget constraintsgovernments

generallyprioritize limited forms of careOne IO HQlevelmanagerin Geneva explagt:

B{BNRIY NBETdz3SSAE NS dzy RSNJ INRdzL) ¢ GSYLIR2 NI NB LINRPGSOGSR &
NE@2]1 SR gKATS 20KSNJI NSFdzZ3SS LR LIz I GA2y & NS dzy RSN ¢ Ay
Refugees in Tkey are registered in specific locations within the country and cannot access benefits if they move

to a location where they are not registered.
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One of our partners did tremendous work in Ethiopia to help victims process trauma and
teach resilience, but they would run into problems with Ethiopian governmaaoitabséf

because they would only consider mental health as things like treatment for schizophrenia

As a result, governments sometimes resing interlapping holistic supportof MHPSS care,
which theymaynot have the capacity asee areasonto take on.Additionally, mental health
services are sometimes not integrated into emergency or primary health (€ and/or are
deprioritized in national curricula for medical traininfgs an example, Bangladelshsfew
qualified psychiatrists andlinicalpsychadogists According tamne IO staff memberthose who
are qualified on paper may nte well trained. 10 and NGO staff in Bangladesported that
recruiting qualifiedstaff wasdifficult. Fewclinicalpsychologists or psychiatrists wark/ 2 E Q &
Bazar they maynot speak the same language as the Rohingya refugeé$iost communities

and thosewho cover thisregionrarely visied the campsor local communities

In Turkey, there are more qualified professionals, but still not enough to handle the volume of

cases, particularly as psychiatrists and psychologists leave the country in search of better

working conditions. 10 and NGO staffTurkey noted that governmerdoctors often have only

Mp YAydziSa G2 4SS LI GASydGaz FyYyR GKSNEFT2NE aAy
YSRAOAYSsS o6dzi YSRAOAYS R2Sa y20 NBaLRyR G2 |If

In both countries, the lack of higluality services for acute needs lirad referral options for
service usersFurthermore, NGO service providers in both countries reported a shortage of
psychiatric hospital bedavailable toservice users, indicating a potential break in the referral
pathwaysfor patients with acute needdhe shortage of MHPSS professionals also rtet
service users havétle choice in providers. This creata challenge for some female service
users, whareported that theydid not want (or were not allowe{lto receive srvices from male

service providerbut were willing to receiveervices from women.

PRMfunded programs in both countries aedto fill these service gapge improveaccess to
care fortheir service usersAs notedearlier, in Turkey, service users wite@ss taANGO

services prefared the NGOdgo government services, while in Bangladesh 10 respondents
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observedi KI i G KS LINSaSyOS 2F bDha AYLNRYSR (KS 02
other areas in Bangladesh. While importaifs in both countriegreported thatgiventhe scale

of the problembeing addressedhe existing servicesere not enough.

PRMfunded Ps tried to address shortageén specialized staffing usiridental Health Gap
Action ProgrammémhGAR instruments and tool$or training PHCdoctors and nurset®
recognizemental conditions and treat or refeglients,as necessary This training and
subsequentsupervision need to be done by qualified MHPSS cliniciBagicipantswho
addressednhGAReportedthat it is efective, costeffective, and scalable. Howevexrs one
clinician observed3dangladestadlimited numbers of people qualified to provide mhGAP

training and supervision.

Even among PRfuinded grantees with qualified staff members, many service providers

reported that they need further traininde.g.,drama and art therapy, CBT, and supeukys

skills),to providetheir serviceanore effectively.Somereportedthat the training they received

has not been effectiveOne frontline staff member in Turkepserve® & L Q @ ShreB B OS A SR
trainings insixyears. In the mandatory trainings, we skip the videos, honestly, because we need

a structured facilitato® A lack of trained provideralsoled toa dearth of qualified supervisars

since therewere neither sufficientinternal nor external ®ff who could provide supervision.

Service providersbservedthat thislack of supervision redudghe programquality when

frontline workers take on too many difficult caséhe lack of supervision may alsorease

provider insecurity, burnout, and overburdening

Beyond staffing, 10 staff in Geneva and Brussgsrtedthat language barriers between
patients and service providergere a challenge in MHPSS service delivery. In Turkey, 10s and
NGOs resporetl by providirg translation support and language classes so that patienikic

access treatment from Turkish doctors. Service provifieuad (i K I (i secvidekg&ality is very

9 The most widely used are the Intervention Guide and the briefer and more tailored Humanitarian Intervention
Guide
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RATFSNBY(G 6KSYy GKSNBE Aa Iy AYOGSNLINBGSN®D X !y
talk about what they want to talk aboéit 6 b Dh &aGF FF YSYOSNI Ay ¢dzNJ Se@
userswould not go to services without a translator. However, NGO interpretegse not

always available and translators in public hospijtatst always reliable ansometimes askd for

money. Furthermore, norabic speaking service usergifawer translators available.

In place of translators, some PRiMhded programs responded to the language barsiey

LINE GARAY3I &aSNWAOSa Ay aSNIWA dbdedgiaSaedirgined | y3dzZ 3 S
community paracounselor volunteers to provide basic serviessialso created a mental
health glossary in Rohingya. In Turkey, PieiMied programs with Arabigpeaking medical
specialists could provide specialized servicessé&€htandalone services had the potential to
provide relevant servicedue to highly trained staff who spoke the same languagtheis
patients. Service usesaidthat there should be morsuchprograms as many people could
benefit from them Some travelledfar to accessheseservices. While effectivesuch
programming did not reachnon-Arabicspeaking service users. Furthermore, it is difficult to
implement such an intervention at scabecauseoperatinga medical facility in Turkey (or in
any country) requires that thdoctors be registered to practice ther8ince refugee doctors
camot quicklybe recertified in the Turkish system, some qualified doctdren had tomake
referrals andact as translators. Some organizations have been working on training the next

generation of Arabispeaking service providers within the Turkish system.

The above challengedfect all MHPSS services. However, the largest servicesgatyihe level
of clinical service provision, and there remains a smaller gap forspecialized perscto-
person serviceslhe 10s and NGQmmot usuallyoffer theseservices ad national healthstaff
may also be stretched beyond capaciyhile both service providers and users themselves
prefer to receive community and primary health care suppatcess to clinical care and follow
up for mental conditions (and often in ttdzd S NB& Q s lackiBgieltHBs® who may need

ongoing support from a psychiatrjstlinical psychologist, and/or psychiatric nurse
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Several populations faced MHPSS service gaps. Persons with disabilities (PwDs),
people on the move, rural people, older people, and men, may have had services
available, but the services did not fully meet their needs or reach all population
members. Other groups, such as LGBTQI+, do not always have access to
services targeted to their specific needs, though they may access services that

are not targeted to their needs.

In addition to the general service gaps described above, some populatiorgadecular
service gaps and access challenges. For exampsnd®IGGstaff describé services for PwDs
in both countries and PwDs themselves apprecidtedaccess to serviceslowever the
respondents also noted gaps, particularly in termsvbether PwDs ould access services in the
face of stigma that led families to hide disabled family members, particularly girls with
disabilities Furthermore, mosservice providers described MHPSS support for people with

physical disabilities, potentially indicating a gap for other disaédlit

Other groups that theoretically have access to services that they cannot always uyseapie
on the move rural peoplethe undocumented,and men. PRMunded programs fiedto
addresghese gaps. In Turkey, some male service ysectuding men with deilities, non
Syrian men, and men outside of big citieportedthat the services provided by PRiMnded
activities were the only ones to help them. However, the neeglarger than what these
programs ould provide. In Turkey, mobile teams servingaliareas and populations who
travelled for agricultural workreportedthat there were few referrak madeand not enough
mobile teams. Furthermore, theyoald not so easilprovide individual servicessahey did not

haveenoughprivate, confidential locatins to provide oneon-one services

The team did not meet with older service users, faw programswere cited for older service
dza S9INdEifitMHPSS needs in Turkey or Banglad&spport for older individuals who may be

less mobile andace agebaseddiscrimination may be lacking

Similarly, the evaluation team did not meet with individuals who openly identified as LGBTQI+.

In both countries, service providers noted that LGBTQI+ peopledaceusdiscrimination.
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Attending sessions that address th@eeds riskd outing them and putting them in danger. 10
frontline staff in Turkey refraed from discussinghese issuespenlyfor fear of alienating
other participants and thereby losing chances to offer services to LGBTQI+Adthailigh not
reported or observedduring data collection, aeviewer of thisevaluationnoted an 1O in

Bangladesh is working through its partnepecificallyto support this community

Those suffering substance abuse alsd hianited access to services. In Turkey, government
facilitiesonly serve Turkish speais (or those withtranslatorg. Many PRMfunded
organizationgeported that theydid not have the capacitjo address theseservicesIn

Bangladesh, rehabilitation cles fad alsoclosedfor lack of funding.

IO staff members identified several challenges to tracking cost effectiveness. The
extent to which organizations evaluate the cost-effectiveness of their
interventions is limited.

When asked about costing interventis, 10 staff members observed that many interventions
are lifesaving but require lontgrm follow-up, and sare difficult to cost Interventions at

lower tiers of the pyramid readd a lot of people indiredy, making it hard to assess the full
benefit. ®me observed that MHPSS interventions are relatively low cost, with the main cost
being human resources, with some higher costs due to training and hiring specialists and

certain psychotropic medicines.

We do not look at what techniques are most eeective, but instead match [the] needs of
[the] population. Make decisions that match symptom profiles. MHPSS iscokiw
servicga S R2y Qi KI @S SELISY &rxhedSstsSate R b @ajfiing. \WeNJ F I O A
are a lowcost/highimpact service¢ |10 HQmanagerin Geneva
Otherssaid thatit was important to track costbut that it was difficult because crossitting

MHPSSectoralprogramsare embedded irexisting financial categories. One f@anagerin
DSyS@l y2G4SRZ 4L Y GNBAYy3I G2 dzyRSNRGFYR FAYL
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U.S. Government (USG), 10, and NGO staff in the case study countries all noted
that shifting priorities and the resulting program close out have caused harm

when other services are not readily available to receive people who continued to
need these services.

In Turkey, a European Civil Protection and Humanitarian Aid Operations (ECHO) program
supporting MHPSS ended before the government was ready to take on these serviege Ser
providers said thislosureaffectedUSG programming dkey had assumed continued ECHO
support One Turkish NG@bserved thathe majority of service recipients (around 80 percent)
then went to other NGGun health centers, not state hospitals. & mcreased demand
overwhelmed the remaining centers. In the case of PRM program-olas&lGOrespondents
reportedthat there is limited time to plan and transition patients. Another Nf@Ported that

when funding ends, they lose trained staff members, exbating staffing challenges.

IO and NGGstaff in Bangladesh and Turkey observhdt funding for protracted crises

decreasedwith little evidence of development actors steppingaisithe humanitarian

community had to addressew emergencieslO HQ staffn Bangladesh reportetthat the

aAlbdzZ GA2y A& al ONRAAAZ | YR Y| Ogdizdtionsveel 2 F |

closingservices, and those remang had not yet been able to fill this gap.

Ultimately, program close out without a carefully planned handover stratamcause harnby

starting treatment without finishingit. As a service usexplained

After continuing this service for a few months or maybe some years, they just wrap up their
activities, wrap up their program, close their program and they shut down. With these
things, what happened, so she's saying that then we forget everything. What we learn from
that activity, from that organization and from that person, we started forgeftile start

forgetting. ¢ Female service user in Bangladesh
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EQ1: Conclusions

1 PRMfunded IO and NGO programs respond to MHPSS needs ranging from integrating
MHPSS interventions tmbasic services to offering clinical services by mental health
specialistsMost MHPSS services focused on integration into basic services,
strengthening community and family supports, and, to a lesser exterfipcused,
personto-person norspecialized supporPRMfunded programs provide limited
clinical services beyond refexis. Service users benefit from both standalone and

integrated programs[EQla, 1b, 1c]

9 Due to the challenges of integrating with existing health care systems in low resource
settings, the limited number of MHPSS professionals and supervisors relathes to
demand and the broad range of mental health challenges that service users face
(further driven by limited access to basic needs and educatibeye are mental health
gaps, particularly for perseto-person services, both clinical and rolnical, hat PRM
funded programs could ndtlly address, despite efforts to support focused person

person norspecialized and clinical caf&Qla, 1d]

f OveralE twaQa | LIINBFOK G2 alt{{ &aSNBAOS LINROJA
service users who progranean reach. Referral pathways for clinical services (both
inside and outside of camps) need to be strengthened in coordination with other MHPSS
LI NIYSNAE | yR LINAYINEB KSFftGK OSYGSNBR® ¢2 AY
access to clinical serés by mental health specialists, the number and capacity of
qualified MHPSS professionals, both medical andmedical, needs to be increased.

[EQ 1d, 1e]

EQ1: Recommendations

1 To address staffing shortageBRM should prioritize programs that build the capacity
and skills of MHPSS professionals, particularly those who can train staff and

community members torefer those with MHPSS needs PHCsMany PHCclinical
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staff in turn need further trainingto provide clinical services or referrals to higher
level servicesProgramming couldencouragerelicensing and training new MHPSS
professionals from the service user population so that they can practice in their new
countries and redice staffing shortageslo the extent possible, PRM should
encourage NGOs to support a diverse range of practitioners and voluntd&®. 1d].
Frontline staff members providing MHPSS services redurther training in order to
strengthen their ability tgrovide services. Furthermore, 10 and NGO staff members
recognizethe limited MHPSS capacity liocal healthcare systemsWith access to more
trained staff,IOsand NGOsuvill be able toaddressstaff shortages and superios. As
such, PRM shoulgsupportgrantees who are able to facilitate and training Borange of
volunteers andorofessionals, including psychiatrists, psychologists, mental health

nurses and social workers who specialize in MHR&®ldresshe human resources

gars.

Over the next seveal years, PRM should engage in targeted advocacy with host
32PSNYyYSydGa G2 FLOAtAGFGS aSNWAOS dzaSNBRQ S
entry into education) to reduce stressors that drive MHPSS concefgQ 1d].

Livelihoods remaina majordriver for service usel@IHPSS concerns. Host government
regulationsoften hinder or prohibit PoCSentry into the labor market, regardless of

their skillsand expertise PRM advocacy to addrekgelihoodbarrierscould increase the

efficacyandrelevanceof existingMHPS®rogramming.

PRM should require their grantees to develop explicit, rapid close out strategies and
plans (e.g., training and transferring services to local providers and communities) to
ensure sustainability and continuity o$ervices for service users and fund short term
implementation of these strategies when grants are not renewdé&Q 1d].PRM
shouldencourage service providers to develop explicit plans for how services will be
sustained for userashen funding ends antlnd implementation ofthose plans in order

to ensure continuity of care.
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EQ2: Accountability to Affected Populations

! I Evaluation QuestionHow have PRM partners integrated the needs and perceptions of

1 beneficiaries of PRNunded programs into the planning, detepment, and evaluation of

1 MHPSS programming?

interventions andbffered the opportunity to provide feedback on assistanabether

1
1
|
1
1
|
1
1
1
i
The fndings belowaddress howbeneficiaries are consulted in the design of MHPSS i
!
1
1 programmingis adapted accordinglyand how program managers ensured that feedback !

|

1

1

! reflects the full diversity of the populatierserved.

EQ2: Findings

Reported feedback mechanisms in Turkey and Bangladesh consisted of hotlines,
complaint boxes, and direct feedback, both in individual and group settings.
Service users reported that having multiple feedback mechanisms allowed for

confidential and sensitive feedback.

Feedback mechanisms related to program logistics and programming caotiplace
through a variety of m#nods as reported bygervice usere Turkey(more womenthan men) as
well as 10s and NG@sTurkey and Bangladedkeedbackwas reported thoughhotlines,
complaint boxes, and direlgtfrom service usesto providers. Feedback oprogram content

wascommonly reported to be captured through FGDs during meetings and surveys.

Respondentobservedthat multiple mechanisms alloweskrvice user$o provide different
types of feedbackhrough appropriate channeld-or example, sensitive feedback could besmo
easily sharedhrough confidentialformats, whereas anonymityasnot critical for feedback on
scheduling.Table3 provides an overview of the moftequently cited feedback mechanisms

and which groups report using each mechanism.
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Table 3: Feedback Mechanisms Reported by Respondent Group and Location

Surveys/Questionnaires

Feedback includ Inost Focus Group Hotlines/Ph Complaint Direct

Mechanism (inclu gs prefpos Discussions otinesfzhone Box Feedback
evaluations)

Bangladesh 10, NGO 10, NGO IO, NGOService 10, NGO 10, NGO

user(F)

Turkey 10, NGOService use(M, 10, NGO, IO, NGOService 10, NGO, NGO,

mixed) Service user | user(F, M) Service user Service uset
(F, M) (F, M) (F)

10 and NGO stafhientionedcomplaint boxesnore often than service usersThe range of
respondents who discussed using other mechanisms was more balanced.séVhiteusers
reported complaint bxes as a feedback mechanism,ytiied not provide detail around their

applicationor why they might choose to use them or not.

PRMfunded NGOs repoed that surveys and interviews, suggestion boxes, and local
O2YYdzyAlilé NBLINKAaSyll (odt dBdd@ macKasishs piidrdo the SOMD G K S
19 pandemicDue tothe needto pracice social distancing, thase of hotlines, WhatsApp

messaging, and online platfornbecame importanduring the pandemic, whereas surveys and
interviewsless soSuggestionboxe | YR f 20Ff O2YYdzyAdGeé NBLNBSASY
Hotlines and directeedbackare reported consistently acrosED, NGO andservice user

interviews Exhibit28 in Annex 9provides the full summary of the data.

NGO staff in Bangladesh responded to the interviewer on the nifesttize feedback

YSOKFYAAYS ! Oldartftes AG RSLISYRa 2y (KS FSSR
ASNWAOSaxAl O02YSa FNRY (KS OSNblIfo LT AG O2Y
Y20AfS ydzYoSNI (KF{G NGO, BEyadedP A RAY I F2NIJ GKI G

IOs and NGO reported that feedback mechanisms are accessible for children and

in formats reducing language and literacy obstacles for service users. Service



Page49 of 281

users and NGOs indicated that mechanisms are offered in confidential and

anonymous formats, which encourage open feedback.

Ensuring thaservice usersinderstand and feel safe when providing potentially sensitive
information is central to collecting feedbathat reflectsd S NI A OeXpendeacs. IKEn€I0s

and NGOs in Bangladesbinted to emojis as a way to remove literacy barriers among young or
nonliterate service userdOs in Turkey and Bangladeahd aTurkish NGQOreported using
userfriendly mood scalesSuch nechanisms allow childreand service usersvith limited

literacy skills to provide feedbacgeveraimplementersdesigred mechanismsa that service
userscouldprovide feedback in theiown language to reduce language barriel®s and NGOs

in Bangladesh gathed feedback dootto-door and from community leaders.

NGOsn Turkey and Bangladesind Turkish service useriscussed the importance of being
able to provideconfidential and anonymouteedback. Feedback on MHPSS programming
content can inherently be sensitive and personal. Providiaig formatsgained service usefs

trust so they wouldoe willing to share fedaack.

The staff make us comfortable to share everything with them. They also ask us if we have

any feedback, and they are very niceFemale beneficiary, Turkey

Program content was adapted or developed to respond to service user needs
(e.g., programs for language skills, livelihoods, and sessions on S/GBV, family
dialogue, and depression), which were identified through feedback mechanisms.
Logistical adaptations (e.g., in scheduling, location, and materials provision),

were addressed to reduce barriers to service user participation.

IOs NGOsandservice usergn Turkey andNGOsn Bangladeshindicated that program
logistics and contentvere adapted to meet théd S NJJ A OrfeedstidSride Gheir
participation in programmingRespondentgprovided several examples of hdteir feedback

led to positive and substantive programmingangesThey shared relatively few stories where
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feedback was not integrated’ hismay be because there are few negatsteries or because of

a response bias where they did not wantgdortray servicesasunresponsive.

Program logistics were adapted in direct responséit® NJJ A OfSeddrk, SrtBaging ease

and likelihood of participation as cited Bgrvice userandNGOs in Turkeyor example, NGOs
shifted the timing of sessions argrovidedflexible scheduligto fit the & S NJJ A Odaily dzd S N& Q
lives Theychanged locatiors where services were offered to be more conveniant provided
transportation stipends Theydevelopedmaterials to thed S NJJ A OrfeedsigigSdegigingor
adaptingmaterials for illiterate or lowiteracyskills).In Bangladesh, in response to service user
feedback on theburden of walking many kilometers to see a psychiatrist, aarif@ngedfor a

psychiatrist to come to the camp to see service users, remdiadravel burden.

Beyond logistis program content wasalsoshaped to address service users' nedéimgram
adjustments were noted by all respondar{service users, NGOs, and I@sjnale beneficiary

in Turkey indicated that the organization solicited input into activity creation and selection so
PoC could select programming that fit their needs and interests and would help them to solve
their problens. Other service useris Turkey reportd that content hal been introduced to

teach local language skills (also cited by Turkish 10s) and that adjustments were made to
increase the number of sessions presented on depression as requested by a gseuyposaf

users. Service usergere satisfiecat being able to choose from various program optioAs.

one reported:

Before beginning a new program, the staff would meet with us and ask individually what we
would like to participate in. For example, they wouldegus multiple choices to pick from
things we are interested in. After we all agree on something, they would propose it to the

team leader, and then we would do the program we wanted/ale beneficiary, Turkey

An NGO in Bangladesh repadtincreasing awaneess of gender balance in programming based
on service user feedback. IOs and NGOs in both Turkey and Bangladédshatifgrogramming
had been adapted to address the needs efs. NGOs and |@s Turkeyreported the use of

needs assessments, goal seftiand trackingand continuous evaluation among other
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mechanisms to inform adaptations. NGOs in Turkey indicated that content adaptations

includad offering livelihoods programmingna services for preschool children

IO respondents in Bangladestopidedspecific examples of program contearlapted or
initiated based on service user needhe examples includthe Cultural Memory Centeto
addressservice userdoss ofcultural identityand heritag®, the incorporation of religious songs
and terminologyreligious leader support for programming reduce stigma, and sessions

designed aroun®&/GBV and family dialogue when these isseegergedin the community.

Asmall number of NGOs in Turkey indicated that program adjustmergs,introducing
hygiene kitspsychosocial supporPSHkits, free psychotropic medications, and transportation
subsidies)vere made in response teervice user needs. Sualaptatiors were enabled by

t w a fOnding flexibility.

There are also FGDs and questionnaires at the end of the year to get beneficiary feedback.

' yYRZ o6FlaSR 2y GKIFG GKS 2dziO02Y S HGATNIY dza SR A Y

While respondents provided positivee x ampl es of i nvolving servi

feedback in decision-making, service users reported persistent gaps in
information in order to make connections to other service organizations and

barriers to services including shortages of same-gender staff.

While these positive examplasf adaptations of programming logistics and content were
encouraging, gaps in information aneferralsto services persist as obstacles for addressing
d S N A Orieedsigréiddsersn Turkey ad anNGO in Bangladeskported the needfor
clearer connectiongor migrants between servicerganizations to clarify the referrals process
andto access information regarding serviceésr examplea womanbeneficiaryin Turkey
requestd a femalepsychologist to conduct sessions with her daugh#®hen this request
could notbe fulfilled, theservice usedecided to stop the treatmentA BangladestNGO

describel the difficuliesa service useencounteredin accessing assistive devices. Ultimately

(
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the service user obtained the devicbut experienced lengthgielays A male beneficiary in

Turkey reported that:

| think connections | need connections between organizations and migrants in general.
X2S ySSR KStthbe youcA Sy S NI f

Though relatvely few respondents mentioned the need for connections between organizations
in order to help address their feedback, it is important to consider the need for clear and easy

connections between service users and providers to address feedback and needs.

EQ2: Conclusions

The current feedback systems used by I0s and NGOs capture service user input and are

generally effective at incorporating service user feedback to design and implement MHPSS
LINEINF YYAYT NBtSOFyld (G2 (KS dNSOsArk &vredtd SNBEQ y S
populations who face gaps in accessing services and whose needs are not then addressed in
programming approaches. The data provide strong evidence that service users have access to a
variety of feedback mechanisms. The mechanisms apeoppiate for gathering information on

sensitive topics as well as accessible for service users of various ages and literacyg QR&E. [

In response to feedback, service users report that programs were adapted to ease logistical

barriers and to tailoprogramming to address MHPSS needs. The data indicate that while
organizations incorporate beneficiary feedback, more could be done to reduce information

gaps to connect users to other services.

EQ3: COVID-19 Impacts and Adaptations

:rEvaIuation QuestionHow has the COVIDO pandemic affected the efficacy of MHPSS

! programming from PRM partners (both standalone and integrated)?

1 Findings below focus dmow IPs adaptetb the pandemic to maintain MHPSS programming

1 and howIPLunderstanding of best practices changed daghe pandemic.
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EQ3: Findings

The COVID-19 pandemic increased the mental health burdens of service users
and providers. Women and children are reported as facing specific vulnerabilities

from IPV and S/GBV, social isolation, and lack of access to education.

According to responses from the survey, p&centof respondents(n=20)observed an

increase in MHPSS caseload during the pandamde}7 percentreportedan increase of 20
percent or morelOs, NGOs, and beneficiaries in Turkey and Bangladssheportedhat the
pandemicincreasedhe burden ond S NJJ A OrBentalziedltiHt & consistent with global data
that in both contexts, interviewees highlighted feelings of isolation causeddigdbwns and

loss of social networks as key reasons for the increased distress

We felt like life stopped when that happened. Everybody was sitting at home. My husband,
stayed at home for a year. The kids got affected mental heaite. So, it was vetyard on

GKSYT GKSeée FStad f A{tSFeniak Bervice UsarTuikéyS Sy R (GKIF G Q:

In Bangladesh, isolation centers for those exposed to CQVIfeated feas and anxiety about
potential forcible relocation to the Basha@harlsland therefore, comnunitieswere reluctant
to use these service®espondents infurkey andBangladesliearedlossof resourcege.q.,
food rations and camp services) and livelihaddale respondentsn Turkeyreportedthat the
economic impacts of the pandemic increased tensin households andboth men and
womenreported increased financiahsecurity. 1Cand NGGstaff observedan increase in drug

and alcohol abuse as a result of financial stesda rise in substance abuse among youth.

Overall, interviewees believeditdren and women were disproportionateéffectedby COVID

19. Many P staff in bothcountriesstated that social isolation had the greatest impact on

children. In Bangladesh, thes#fects were amplified by the lack of virtual schaglwhen

SRdzOlF GA2y OSYGSNAR I yR OKAf RNE yhQdrkeytdifdedvirtbalNS I & &
classesservice usergaced barriers, including unreliable internet connection and not having

enough computers or tablets for each chikh1O staffmemberin Turkeysaid thatsons were
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given preference to use laptopsidtablets over daughters. In Turkey, stadfid thatthe
connection between children not being able to attend school and the worsening economic
situation hadledto an increase in child labor and child marriages. Additionally, HQ staff and
service providers in botbountriesreportedan increase imlomestic violence during the
pandemic. One staff member in Turkey statetthe'te was a lot of domestic violence between
the parters, and also, violendewardii K SA NJ OK A f ReéidhggdtisvelyaffeciedbRaS y
forms of violenceand insecurityin household. Staff in both countriestated thatwomenand
girlsexperiencedan increase i5/GBV and IPV during the lockdown. Some connected th

increaseto economic stress while othete the suspension fgprotection services

PRM's flexible funding allowed organizations to adapt to the COVID-19 pandemic.

|0 and NGO staffi Turkey and Bangladesh appreciatedtt wa Qa Ff SEA0f S Fdzy RA
allowed them to tailor MHPSS programming&oS NJJ A OeSolvigiredd® During the OVID
19 pandemic, government restrictions on MHPSS programming forced service providers to
adaptquicklyto virtual service provisionncrease cash assistance and emergency
programming and integraé MHPSS messaging irfitealthand protection sectors. Survey
responsegeflected inExhibit2 show that mostNGOsshifted MHPSS programming resources
and attention to respond to multiple issues during the pandeiiisuch asIPV (8&ercent),
SGBYV (8%ercent),loss of livelihoods (7percen), lack of access to educational services (70
percend, insufficient food supplies and deliveries (@ cent),loss of housing or shelter (64
percen), less accesdue toover-burdened medical services (@ércent),lack of accest the

Internet/digital divide (56percen), and longterm COVIEL9 health impacts (5Dercent)

10 Related resourceEmerging Practices: Mental Health and Psychosocial Support in Refugee Operations During the
COVIBL9 Pandemidhttps://www.unhcr.org/publications/brochures/5ee2409b4/mentdlealth-and-psychosocial
support.html]



https://www.unhcr.org/publications/brochures/5ee2409b4/mental-health-and-psychosocial-support.html
https://www.unhcr.org/publications/brochures/5ee2409b4/mental-health-and-psychosocial-support.html
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Exhibit 2: The extent to which NGOs shifted MHPSS programming resources and attention to respond to the
pandemic (n=25)

100% .
gly 16% 12% 12% 3 12%
a%

19% 4% 4%

88% 20% 12%
80% 85% 8% 20% 32% 20%
20% 76%
70%
68%
60% 64% 64%
56%
52%
40%
20%
0%
Increase in IPV  Increasein Insufficient  Lack of Access Lack of access  Lessaccess Long-term Loss of Loss of
SGBV incidents Food Supplies to Educational to persons with over- COVID health  housing or Livelihoods
and deliveries  Services without burdened impacts shelter
internet medical
services
B Moderately or Significantly Not at all Don't know B Prefer not to say W Not applicable

[Data tablefor Exhibit2]

As an example of these adaptationservice providersn Turkeysuppliedinternet packages to
address the digital divide and developed a taldetrowing system that allowed children to

attend online classes and access entertainméigo targeting childrenan 10 in Turkey

LINE RdZOSR F YR RA &G NR 06 dzii SRMHDSSheffeRiddd tfiepindemi #r{ &

children.Afemale beneficiaryad she received a market card at the start of the pandemic,
which alleviated some economic anxiety for her famtgwever, she fearedhat the program

had ended. A service providabsened thatt wa Q& & dzLlJLR2 NI F2NJ Ol

g2

v v

aaa

programsrequiredthat ¢ ¢S Yy SSR (G2 dzyRSNRUGIFIYR gKeé (GKS R2y
dzy RSNE G YR K& GKS R2y2NJ Aa 6AGKRNIY gAy3d FdzyRA
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The pandemic has returned us to mé like at the beginning of the Syrian crisis. We have
turned to the basic needs since people lost their livelihoods, this affected thelveimdlt

Turkey NGQtaff

Adaptations to the COVID-19 pandemic included training of service providers
from the local population, virtual service provision and supervision, further

integrated services, and an increased focus on livelihood and food programming.
Adaptations varied by country and target population.

In both Turkey and Bangladesh, beneficiaries and dgedgtribedhotlines and telehealth as a
means of continuing MHPSS services during lockd®ervice userdescribedthese optionsas
convenient and accessiblln Turkeyservice usersvere able to accss services through their

own phones However, in Bangladesh, Rohingliging in campsad limited ability to obtain SIM
cards and access mobile network® manage this challenge, volunteers travelled etoedoor

with a phone to connecservice userso tele-counselling Volunteers alsprovided para

counseling and health messaging related to COMIANd its potential MHPSS impac$egrvice
usersreported learning breathing techniques and how to access services if they are needed in
the future. Becausedmesdid not necessarilallowfor privacy during lockdowrhese services

were typically giverto entire families at once as opposed to individuals

In Turkey, staff andervice userseportedthat barriers to digital servicesere thelack of
access to devices and the cost of internet/data. The economic impacts of the pandemic and
increased need fointernet andinternet-enableddevices created financial barriedl®©s and
NGOs responded to thesealtengesoy providingfor basic needshrough cash and material
assistancde.g., market cardsandfood basket¥ andinternet services €.g, Internet vouchers

and tablets for temporary use).

Individual telehealth servicesnd virtualgroup activitiesvere offered.Many organizations
were able to deliver materials tgroup participant® K 2whishicBuld be usetbr remote
activitiesandfacilitated brief faceto-face contact to check 0® f A @efl-bain@ Regarding the

effectivenes of theseremote activities, one stafimemberreflectedthat womantendedto
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enjoy discussiofbased groupsbut men and children botliespondedbest to activitybased

groups which incorporattan MHPSS component. Social media played a key role in mamgtain
connection in Turkey during lockdowr8ervice userand staff both mentioned using Facebook
and WhatsApp as platforms to interact with oaaother and to maintain social networks

during isolation. The return to tperson services caused some conceannservice userdn
Bangladesh and Turkey, respondents described a hesitation to return to service centers due to
fear of contracting COVHDO. However, they also reportedthat centers took proper

precautions using masks and social distancing

Survey findings showed tha® percent (n=13) ofespondentsmovedto fully remotework

while 49 percen{n=22)movedto partially remote work. Most providecextra training to staff

to address pandemicelated issues, vaccines and/personal protective egipment PPE, staff
counselling, andnaintainedsalary and hours to maintain staff employme&bme (n=17)

increased leave/sick benefits. When asked to describe what approaches their organization took
to strengthen MHPSS response systems in their caegds a result of the pandemic, 36

percent (n=9)f respondents describehtroducingvirtual service provisigr24 percent(n=6)
described expanded staff training, and gércent (n=5) describeithtegrating MHPSS

components into direct COVAI® responss.

Virtual service provision provides wide reach and flexibility, especially for women
and PwDs who may not be able to leave their home to receive services. However,
it requires access to digital devices and risks not reaching people experiencing

domestic violence and S/GBV.

Virtual service provision was the most common adaptationing early pandemic lockdowns

mentioned inboth interviews and survey. In Turkey aBdngladesh, intervieweesbserved

that service users and providers grew more comfortable with-tmlanselling services over

time. Despitemanyw 2 KAy 3 el Qa f AYA (ISR $QicPdvidersinz Y20Af S y
Bangladesh used teleounselling to continue services during lockdown. Volunteers traveled
door-to-door with phones to use for these sessions, however the lack of privacy in the home

meant sessions were for famihpt individualcounselling whichmadeit more difficult to
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addressdomestic violenceln Turkey service providers also reported that peoggperiencing
domestic violence, IPV, aiRIGBV werdrapped in ther homeswith their abusersiuring
lockdownsand whenviolencewas on the ris. Both virtual and irperson protection and
MHPSS services wemanimally availabldo the survivors and experienceed this time putting
them at a greater disadvantag8ervice providers explained that most homes lacked the
privacy needd for a person to safely contact protection or MHPSS seraoey from their

abuser. On this barrier, one respondent said:

During COVI9, we tried to support the survivors through the phone. It is also difficult
because for the survivor it is harmfuldhalso furthers harm they can face in the house
because of the perpetrator always available in the house. That's why we cannot, we did not

support.t Bangladesh NGO

Despite these concerns, tetmunseling and virtual service provision were popular among

service usersOne woman in Turkeseported receivng services during lockdown while living in
another city and she appreciated that flexibility. Servibesameavailable virtually throughout

the country. In a group discussiam Turkey women who receive services debated whether-in
person services or virtual services were preferable. Some felt that virtual services were the best
option because their responsibilitieg home were too great to allow them to travel to the

center, while others found the homi® be a distracting environment anateferredcenter-

based activities. Staffrere mixed andseveralsuggestedybrid services as the best solution.

One 10 staff member noted thatéhimportanceof maintaining faceo-face services iworking

with mobile ppulations in the country wi could not be reached virtugl.

Implementers integrated MHPSS services into health services during the
pandemic in order to respond to MHPSS needs including those pre-existing,

amplified and/or driven by the pandemic.

Duringt 201 R2g6ya 6KSyYy yIGA2yLFt 3F20SNYyYSyda +ift26S
to continue uninterrupted, implementers adapted by integrating raimicalMHPSS service

provision further into other services. Many incorporated lower pyramid level NEHPS
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components in COVHDO response activities by addressing the impacts of isolation. In Turkey,

one |0 traveled doeto-door visiting service users and delivering CQYAygiene kits. These

K2YS @rarita tft26SR aidl¥F (G2 ARSY(A Fgegmedt) aSa |
referral, and PSS. To provide MHPSS services for women experiencing IPV and GBV, an NGO in
Bangladesh trained midwives in basic MHPSS service provision skills. Integrating into medical
services through training service providers with tools like Riflewed services to continue but

did increasethe workloadfor medical service providers responding to COYDIOsprovided

training packagedor teachersin a virtual classroono identify children withpotential MHPSS

needs provide basic suppoytandlink children to service providers. Many interviewees who

shared their experiences integratidMHPSS servicés adapt to COVIR9 went on to describe

their preference for integrated MHPSS service delivery.

The problem is that the MHPSS is a cmgBng issue. This program is implemented by the
different sectors like health, protection, education. Those programs under the loe i
MHPSS program are considered as essential actors, as in providing support from the
psychosocial counselor the healthpost. This [specialized] service was actually not affected
by those restrictions, but the other service, which is implemented at a community level and

also provided through protections, these are actually affecteBangladesh NGO staff

As the burden on staff and service providers increased, additional support was
needed, including training of more MHPSS service providers. Existing providers
needed support to cope with loss and address their own stresses, secondary

stress, and burnout.

IPsreported a range of burdens resulting from the pandemic including increased woskload
contracing COVIBELY, care burdens fofamily andfriends who contracted COVHDY, family
member deathsa need for online supervision, secondary stress/increased mdmalth

needs, and burnoutA Bangladesiservice providesaidthat health carestaff experienced
stigma during the pandemic as community members feared contact with them given their

proximity to the virus.
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Two main methods for addressing staff and seridd P @A R S Wa&ieQepgftSBdSTRexfirst
was toincrease health benefits and MHPSS resources dedicated to staff care. The sasond
to train more MHPSS service providets,increase staffesources and supervision and
decrease caseloadin BangladestRohingya volunteers who were recruited and trained to

provide PSS faervice user$iving in the camps, reducesbme ofthe burden onMHPSS staff.

EQ3: Conclusions

1 The COVIA9 pandemic had positive and negatefectson MHPSS. While isolation
increasedVIHPSS neexlthe pandemicalsoled to more MHPS&onversation®nline
and communityled support.Seeking services became more normalized and virtual
service provisionncreased access tware for many. Some groupsperiencel increased
needs and did notreceive services tperson or virtudly. Implementing staff and

beneficiaries alike were most imtested in hybrid services moving forward

1 The pandemic brought to light the needs of MHPSS service providers. Reports of
burnout, high turnover,increased stress, and increased secondary stress demonstrated
the need for more trained service providers athé importance of seltare

interventionsfor serviceproviders

EQ3: Recommendations

1 Overthe next funding cycle,PRMshouldwork with its IPsto determine where and
when hybrid approacheswill and will not be feasibleand advisableand work to
developtheseapproaches|EQ3a, 3b] Hybrid approacheare effective for many
organizations but are not possible in all conteX@sidies may be needed taddresshe

utility and relative effectiveness of differemodels.

1 PRMshouldensurethat future funding allowsfor ongoingself-careinterventions for
mental health professionalsand volunteers [EQ3b] When service providers are
experiencing challengethat canaffect service users. Quality of work candiéected,

and staff turnover is more likely, making programs less effective.
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1 To minimize the impact of futuregglobal health eventshealth service providers should
receive ongoing training on MHPSS service psoan. [EQ3b] With more trained and
accessible MHPSS service provigerd volunteerssystems will be more resilient for

the next challenge.

EQ4: PRM MHPSS Strategy

Thefindings belowaddresgo what extentt w a €Xi&ting health strategiynforms funding
decisionsihe strategyisa foundation for future decisia, including postCOVIBL19 efforts to

build the humanitarian response back bettandthe chargesthat may beneeded toguide

i PRM policy and funding decisions.

t w afidcal year £Y 2018 FY 2021 Health Strategy objectives were to
1 Advance existing health partnerships aseek new partners for health programming

1 Expand the integration of refugee populations into host government heedtre

systems
1 Improve refugee access to mental health and psychosocial support services

1 Increase access to health care servicegfgpulations of particular concern, including

women, children, and PWDs



Page62 of 281
EQ4: Findings

I ncluding MHPSS in PRMO0s health strategy rein
addressing mental health is an intrinsic (sine qua non) part of humanitarian

health care.

AOZ2NRAY3I G2 GKS ! dbd {LISOAFf wl LILRNIISdNI 2y LK
KSIfGK gAOK2dzi YSydalf KSIHfGKZQ &8S0 Wy2gKSNB A
physical health in national policies and budgets or in medical educatign abhJN> OG A OS®Q ¢ K
global neglect of mental health is perhaps most stark and severe among refugees and

Y A 3 NJ Duiing the¢COVIBL9 pandemicgovernments and civil society increasingly

recognized mental healthsan essential part of health care provision. Many people were

coping not only with the physical aspects of COV@Dut also with anxiety, stress, and |0

IO Genevamanagerobservedthat while internationalawareness of the need for MHPSS

increasedand may havehelped counter some of the stignaroundseeking these servicgthat

the initial increase in funding for MHPSS worldwidel levelled off by the fourth quarter of

2020 Despie an uptake in demand, public expenditures on mental health remained low,

comprising a global median of 2pgrcentof government health care expenditurésor

service userstreating MHPSS as part of the health sector proved to be critical for allowing

service provision to continue not only online but also through community volunteers, PHCs, and
hospitals during lockdowns. In Bangladesh, for example, treating MHPSS as part of emergency
health services allowethesecritical services to continue when kadowns shut down other

sectors. However, without the usual MHPSS servi&ss) Turkey, Geneva, and Belgium

reported significant disruptions in services, medication, and fellipvsupport.
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MHPSS service integration across humanitarian sectors was critical for obtaining
access, identifying needs, providing PSS, and making referrals to PHC

practitioners and if needed, to higher levels of care.

During 201820H Mm> t wa Q& al t {{ &AdzZJIR NI ol & y28G OF LI dzNE
Most IPs addressedlHPS®y integratingtheseservices into other sector@nd basicservices

(level one of the pyramidandproviding communitylevel programs to support servicéS NB& Q

wellko SAy3 o6f S@PSt G20 d | & withgut thercomintinityfelemevitIhém S NJ 2 6
so many people would fall through the cracks and fall through the net and not be able to

receive [the] services that they would if the community system isJinl O S doépeet S S NJ
O2dzyaSt Ay3x I R2f Sa0Sy (i a@:LNE N SNER SAESERHOE R K 2 N.
were all cited as earigtage interventions and good prevention practice. When children were

out of school during the lockdowns, restoringline education was critical to maintaining

OKAf RNBY Q& I VRS A0 NG IAE SANWE)  bgDBNthéré s ¢ hedd3a\tdai? 0 & S NI ¢
adolescent girls and boys and address their lack of education opportunities, substance abuse,

and community conflictThere needs to be parenting skills and positive parenting

intervention with adolescent boys and girls since they are the most vulnerable. Especially

disabled children or for some adolescents with intellectual disabilities, there is a need for

student materials, tool kits, chilkF 2 Odza S R I OSevef@INRs firSad field SitdsPraéported

that their programs supporting basic needs (e.g., livelihoods) and strengthening social support
systems helped to prevemhental healthconditiors and ensured community support for those
sufferingthese conditionsOne (10) psychiatrisibservedthat addressing the lower levels of

the IASC pyramid to meet basic needs and social support lessened the demand at each

subsequent higher level.

In addition to health, service providers most often referenced the protection
(including child protection and S/GBV), education, livelihoods, and nutrition

sectors as critical to MHPSS integration and their sectoral operations. In face of
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funding cuts, they were also concerned that MHPSS interventions could be

deprioritized by sector specialists.

Ever since the IASC recommendeiggrating MHPSSceosssectors, many IPs observe théias
remained the primary strategy f@accessingaddressingand referringPoCs Theyalso reported
that crosssectoral integration remasan important strategy to counter cultural stigma and
resistance to seekingervices Across field siteand as evidenced in the portfolio reviethe IPs
most oftencite protection (including &BV ancathild protection), livelihoods, education, and
nutrition sectors as the most relevant for cressctoral integratioh The Global Protection
Clusteralsoarguedor including MHPSS in case managementdahdt stronger engagement of
protection actors with MHPSS strengthens the overall protection respéngeln Bangladesh
and South Sudan, nutrition workerspvkingwith pregnant and lactating women, could identify
and address postpartum depression and IPV. Livelihtwdsage earnersnd educdon for

childrenwere key to providingpsychaocial support(and providing MHPSS suppevascritical

G2 Yrye LIS2LX SQa OF LI OA. Ore IQif@rthed gbseived Bitamp G KSa S

Coordination and Camp Manageme@@CNland another 10, thathe WASH sectors

benefitted from and/or contributed to MHPSS service integration and delivery. During
fieldwork in Turkey, NGOs and an IO suggested that MHPSS service provision increased the
effectiveness of not only their livelihoods programming but adsatection and education
services. As one |0 advised, their online educational programming benefitted from providing
simple coping strategies for youth. MHPSS expertise helped protection officers to identify

refugees needing/&BYV services.

As several IPsbserved, for their sectors to address MHPSS required training or additional
MHPSS staff to support their work. 10s observed that the main weakness ofsecisesal
integration would be sustainability. In face of funding cutbacks, several IPs warnatdkat
services would most likely be deprioritized by other sector specialigtgration with
community,local, and/or national actorsywhich may benecessary to sustain the services, is

difficult when they, too, areften stretched to capacity
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Accountability to Affected Populations (AAP)
NGOs, and many IPs developed strategies to include PwDs. AAP measures led to

partners developing new strategies for MHPSS provision (e.g., mobile clinics,

online programming, and community volunteers).

Being accountable did not guarantee that partners were able to access the most
affected and vulnerable service users, particularly during the pandemic. Some of
the documented barriers were logistical (internet coverage and distances),

ser vi c e lackofdaga Status, and socio-cultural (stigma towards LGTBI+,

religious, and familial statuses).

t wa Qa LI NI yef NEP thR@D s gsdessments, surveys, and focus groups, and
through different channels (phone, internet, boxes, and féadéace meetings). During the

evaluation period, as evidenced in Bangladesh and Turkey, several IPs made extensive efforts to
include persons with disabilities (PwDs) in their programming. Their assessments and work
further documented who remained the most vulnerable and hardest to access. Those at risk
included girls with disabilitiesvomen and girls suffering fromiP\, S/GBVand/or forced early
marriage orphaned and unaccompanied childrdrGBTQI+ individualslder individualsthe
undocumented and displacegersonson the move (e.g., IDP agricultural workeYsplder

people may have also been left out or difficult to accesthag were rarely mentioned or

included in the interviews.

To address their AAP findings, an 10 introduced mobile clinics to reach geographically dispersed
people Many IPs trainedommunity volunteerswho were often youngto access households

and localy affected populations during lockdowns. Htaemonstrated capacity to reach out

11The most vulnerable were both evidenced in those who the NGOs and 10s had to go furthest to reach but also
thosewho were not included in the interviews but clearly had documented needs (e.g., older people, LGBTQI, and
SIGBYIPV survivors).
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directly in households to diverse groups of PoCs. However, as I0s observed, community
volunteers and local service providers required ongoing training, support, and supenAsio

IO Manager in Geneva reported,

Many INGOs and UN agencies have done multiple specialized trainings, have brought
specialists from other countries to train HR, but it is not sustainable, therefore there needs
to be more research on sustainable moties. [This IO] is now focused on conducting more
TOTs so there are at least two people per organization witlouse capacity, and then we

roll this out in communities so that community has sustainable resources, so that when one
leaves, the knowledge neains. There is a need to work closely with communities with a
bottom-up approach, and really working with refugees themselves to design the modalities

and ask them what they want to do.

PRM increased support to its IPs through multi-year funding and added new

partnerships with national and local NGOs.

Developing effective MHPSS services that were culturally, nationally, and locally relevant

NE lj dzA NER (A Y S o -yeanfanding praviddd® inord r2alistiaiitnéi fkame for their

IPs to develop rad implement MHPSS interventions across diverse humanitarian contexts. As a

PRM Refugee Coordinator observéBpr our program, continuation is very important. MHPSS
interventions are not ondime interventions that can solve problems, there has to be

continuation and followdzLJ® ¢ KI (1 Qa ¢ Ke -yad to ieeéaRfundindEh¥ ( ¢ 2
@8SENJI F2NJ 0KS bDhaod [/ 2yiaAydd GA2Yy ACGKSA Y. LENNIH dfdia
increased support for national and local NGOs/CBOs anddeb@oviders, a loalization

strategy, helped build new partnerships and capacity that may beeroolturally relevant and
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sustainable’?t wa Q& Rdzr f FdzyRAYy 3 &6Gpecetts fiddingFi@ NJ al t { { =
programmed through its 10 implementing partners to meet all emeayeand humanitarian

priority needs, and 4 percentthrough NGOs designated specifically for MHPSS interventions,

reached a range of IPs. Across all IPs, PRM supported intervetotiaddressall levels of the

pyramidof MHPSS provision

PRM's MHPSS milestone, "increased engagement between PRM and WHO on
MHPSS to enhance programming,” was not realized during the programing period
that was in scope for this evaluation (2018-2021). However, PRM continued to be
perceived as a major donor in advancing MHPSS humanitarian programming,
knowledge, and innovation. WHO and other IOs indicated that PRMs participation
as an observer would be very welcome on MHPSS country level Technical

Working Groups (TWGs) and at the global level MHPSS IASC Reference Group
(RG), currently co-chaired by WHO and IFRC.

Given a USG policy during the evaluation period to cease funding to WHO, PRM lacked some of

its usual opportunities to advocate for MHPSS in humanitarian operations and to collaborate
effectively at global and natiohdevels!3 The appointment of two MHPSS USAID advisors and
inter-agency coordination at the.8 Mission in Geneva improved USG coordination with the

L1 {/ Q& alt{{ wSTSNEYy O Durbhdidedzeds WkBVAOtheyrH n 2y & NR
GSELINBaaSR adNRy3I AyidSNSGANS HI2NSNVAET IS t6{A {i KLINB/ TR
During the evaluation period, thieternational MHPSS Reference Group, currently led by WHO

and IFRC, developedanimum servicepackage (MSP) tdevelopa commonconsensus on

12| ocalization is certainly politically popular in a country, such as Turkey, but required training and an organized

transfer of responsibilities from an INGO to the local NGO/CBO, which happened in some countries and not others.
blFriGA2ylf bDhak/.ha GKFIG RAR y2i aKIFINB GKS t2/Qa €I y3dz 3
programming.

13WHO/Turkey faced the brunffthe USD2 S NY YSy i1 Qa RSOA&AA2Yy y2G (G2 FdzyR 21 h
For three months, KfW [German aid] stepped in and supplemented other projects in the Refugee Health Program.
However, they had not allocated funds for this activity and haghase out after the three months.
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standards,protocols,and practices. The MSP is being trialefive countries and online

globally. National MRSS Working Groups, in tuare adaping the standards and protocols to

be culturally nuanced and nationally relevant (as reportedunkey andHQinterviews). 10

Geneva managers observed that throughout this period PRM provided unique support to

speciaized NGOs/CBOs for MHPSS research, training, and implementation and could make a
valuable contribution to the current discussions and coordination aimed at developing common
standards through the MSP. They argued that in addition to USAID, PRM shouid\aso
20aASNWSN) adlddaa 2y GKS L!{/Qa alt{{ wD FIyR Yyl

| mpl ementing partnersodé monitoring and evaluat

not address outcomes (other than self-reported) 1* and impact data, which were
reported to be difficult to obtain within limited time frames and pandemic
lockdowns.

As evidenced in theortfolio review,the NGOs tracked prograispecific outputs (e.g., numbers

of participants in trainings) and two outconmeeasures (selfeported, satisfaction and well

being)® Since client/beneficiary satisfaction was universally reported at 95 percent or above, it

is unclear how discerninifis indicator wagor measuringservice usefeedback (Inception

Report). An encaaging trend in later NGO proposals was inclusion of outcome and impact
indicators ofservice usefunctionality and weHbeing through a case management approach. In
September 2021, the IASC published its Common M&E Framework for MHPSS in Emergency
Settirgs which areincluded inthe MSP¢ KA & Y2ad NBOSYd FNIYSg2N] =

BegKS (g2 NBLR2NISR 2dzi02YS YSIF&adaNBa NS (GKS aLISNOSyilr3s
safetyandwelb SAy3a i (GKS SyR 2F (GKS LINRPINIXYX RAAFIANBIIFIGSR
sati FASR gAGK YSyidlrf KSIfOGdK FyR LIABOK2a20Alf O NS GKS@
review, these beneficiary satisfaction measures were not reported less than 95 percent so are not particularly

useful.

15 Annex 10has the list 6 PRM standard indicators for NGOs.

0 ¢
21
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PrincipleZ provides five outcome domains, six goal impact indicators, and means of
verification!® THSCNJ YS$2NJ YIFI & KSfLJ Ay 3JdZARAY3I twaQa

IPs, particularly for their cross-sectoral operations, lacked systems to track
MHPSS expenditures and in general, there was little to no financial analysis of

interventions and programming.

The IPs reported that costing MHPSS interventions was difficult because these data were not
tracked or pulled out in crossectoral programs. For both standalone and cresstoral

programming, many MHPSS interventions were also difficulosb as they were long term.
However,|O staff noteda newly developedSP costing toalill allowfor cost estimations of

different MHPSS activities in selected humanitarian settiBgsg able to make the financial

case for MHPSS investments may be increasingly relevant in face of increased demands on the
humanitarian systemOy' S L h Of A y AifQlanbry/[aré] iékiSg\Ndr&aBithig @Gumbers,
alt{{ R2SayQi KI g¥Qio ARl FIzYIsBIEIDt SYEOR2a 1 dzRA S A
KdzYF YAGFNAIY FdzyRAYy3a A& 0SAy3 Odzi ol O1= GKAA

economic losses fromMHPSS benefib-cost ratios told a different story.

In 2010, the global economic impact ofHWisorders was $2.5 trillion with twibirds from
indirect costs due to productivitioss (World Bank 2018.:1). The same study found that
investing in mental health yielded a benetit-cost ratiofrom 3.3to 5.7 in lowincome
countries. Many MHPSS interventions in fragile, conflict and violaffeetedsituations are

also reported to be costffective, as measured by cost per disabihitjjusted life year (DALY)

16 The Core Principles are to assim&man rights and equityparticipation of local affected populationsio no
harm, building on available resources and capacitingegrating support systems (not standalone operations
outside other systems)and multilayer supports for MHPSS.

LJ
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with a DALY less than three times GDP pgaita and cost/DALY less than one times
GDP/capita’

There was awidespread perception of a tradeoff between addressing the severity

and the magnitude of mental health needs.

Many IPs focused on including MHPSS support in basic services, strengtlteenmgréty and

family supports, and to a lesser extent, providing perspperson, norspecialized support

Some question whethesiddressing severe mental health conditions through national health

care systemsor providing specialized MHPSS services faE£®ould betoo costly and

difficult. However,@ 'y Lh Of Ay A OALl Yy (WmehtaltheziidiSotder 2fteétsS NS R =
far more than the individual and a person with chronic conditions needs at least one adult to

take care of the disabled person. Most of the mothers of those with schizophrenia and bipolar
RA&G2NRSNI NS y24 Ay GKS fF02NJ YIFNJSiGaodé

2 |1 h Qaice/(2R@5) program found that the most efficient interventions for common mental
disorders (depression and panic disorder) were very-etfsictive (each DALY averted costs

less than one year of average per capita incom€ommunitybased interventionsdr more

severe mental disorders using older apiychotic and moodtabilizing drugs were cost

effective (each DALY averted costs less than three times the average annual income). Although
suchstudies needed to be replicated for specific contexts, theiGhfindings suggestddss of

an economidradeoff betweenaddressing the severity versus the magnitudéiPSS

In face of limited national capacity, there may be an economic argument for continuing to
supportrefugee andmigrant health clinics and standalone progratosaddress severenental

health conditiors. Over time,the provision ofcare including for severdiH conditions by

17World Bank (n.d.) FCV Health Knowledge Nbtental Health and Psychosocial Support in Fragile, Coretid
Violence (FCV) Situatians
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trained and supervised nespecialist PHQoroviderscouldmakeMH care more widely

availableto PoC populationand less costland stigmatizing'®

Most I0 and NGO programs, whether integrated across sectors or standalone
programs, lacked sufficient MHPSS human resources and capacity to address the
increased demands at all levels of the pyramid, particularly during the pandemic,

where basic survival needs were not being met in some cases.

Despite programming to reach a#iViels of the pyramid, levels three and four remained urder
resourced OandNGO interviews in Geneva, Brussels, and TurReyg@videnced in Bangladesh

and Turkey, coordinating referral pathways, case management procedures, and data sharing

proved to be dficult and was not systematizedhe WHO mhGAP training and uptake for PHC
providers to recognize and address MH referrals had begun but lacked trainers and training of
trainers to develop the human resources needed to go to scale and be sustBinedy the

L)} YRSYAOX twa YR GKS LhaQ aidN} mnéalthealih@ared y i S 3 N.
into national health care systems suffered setbacks. National health care systems were over
stretched. With lockdowns and other health priorities, mhGAdming and supervision of PHC

providers were curtailed. As evidenced in Bangladesh, there may never have been enough

jdzZ- €t ATFASR GNIXAYySNB (2 AYLXSYSyd (GKAA AyaSaNI G
Program Officers, who could liaise with Minisgief Health and of Social Welfare, likewise had

limited ability to address and support national integrationring lockdowns

IPs reported that national health care systems were under-resourced and
challenged particularly during COVID-19. IPs reported that there was not enough
medical training of clinical psychologists and psychiatrists, who in turn could

train PHC providers to recognize and refer mental health conditions. Some

18 Refer to:mhGAP Humanitarian Intervention Guiftetps://mww.who.int/publications/i/item/9789241548922]



https://www.who.int/publications/i/item/9789241548922
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countries had very few clinicians (e.g., one country had only one psychiatrist).
Given the increased demands for mental health services in northern countries,
health care migration of psychiatrists and other critical providers to those

countries reportedly increased.

Global awareness of the need for MHPSS during CO¥IBitially led to increased government
investment that is not likely to be sustained. According to one IO manager, in face of other
economic pressures on health care systems, that initial increase had already levelled off. The
RussiarJkrainian war protactedandrecurring conflicts, and natural disasters have led to new,
increased demands on humanitarian funding. Thus,tth® / & Qfor A& national health

and social welfare systems intensifjadlie toboth severe mental healthonditionsand bast

needs

5

remained. In the two case studies, those barriers wéireited government capacity and/or
agreement to provide accessverly complicated, and at times ndanctioning, referral
systemslinguistic and cultural differencegeographic distance to serviggharmaceutical
approaches tomental disorders without sufficieninvestigation informationon potential side

effects, or concurrent counseling suppqgrtong waits, brief consultatioimes, and limited

personnel and capacity; and cost and lack of access to national insurance schemes (particularly
for undocumented and migratory workers). A lack of human resources teeaddiemand

remained by far the most critical issue for both the humanitarian community and national

health care systems, particularly in lomcome countries

IPs cited human resource challenges that need to be addressed for the health strategy to
realize its MHPSS objectives. During the pandemic, staff suffered burnout from long hours, their
own losses and grief, whichay haveled to high rates of staff turnovei.he online work placed
increased demands on time and for organizing direct supervision. Health care migration,
particularly of psychiatrists and clinical psychologists, to wealthier countries further strained
resources for low and middiemcome countriego address the increased demands on their

health care systems. After eight years of medical training, a psychiatrist trained in Turkey could

SG aAIYAFAOLIYG O6FNNASNER (2 twaQa aSO2yR KSI
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earn far more in Western Europe, the UK, and th& yeported by arlO). Many recent Turkish
medical graduates mortedly left to complete residencies in the U.S. Not only were services
constrained for PoCs, but locally affected populations faced the same barriers with limited
referrals and access to higher leveéntal healthservicesAs noted in thdnceptionRepart, in
countries with only a handful of psychiatrists and clinical psychologists, the integration strategy

would increase pressures on already overburdened and severely uadeurced systems

Implementing standard MHPSS practicasg;h asnhGAP trainindor PHC providers, assumed
availability oftrained practitioners. International training, provided by 10s, specialized MHPSS
NGOs, and universities, addressed some of this need. However, as MHPSS is a rapidly evolving
field, there remained a demand farew graduates and refresherAservice training

opportunities!® One universitypbasedmental healthprogram funded through an 1O prior to

2018, for example, had created a robust professional network of providers, who continued to

share experiences and kmtedge across borders online throughout the pandemic.

In spite of their tragic nature, and notwithstanding the human suffering they
create, emergency situations are also opportunities to build better mental health

careo (WHOTHh2Ogp@8rtudityandthe necessity to i mplement
ABuild Back Bettero remain equally relevant t

LY HAMOZ 21 hQa a.dAftR . 101 .SGGSNE adaNYyGS3ae N
well-being, functioning, and resilience of individuals, societies, and counmts/ering from
emergencieg? In 2013, WHO also recognized the importance of sustaining these serwces.

HAMYy S twaQa KSlitsthirhealtti SwateilyySoBjectived tt R $ LINR2 S NX F¥dz3S S

190ne I0 MHPSS manageiven the time and cost intensive training required for psychiatrists and clinical
psychologists, recommends enlisting psychiatric nursesittress some of the service provider gaps.

0. dAtR . FO1 .SGGSNE Ay (GKA&A S@Ifda dGaAz2y NBEFSNmR G2 i
SYSNESYyOAS&as RSALAGS GKSANI GdNF IAO yI (dz2NS foyrentdl RJS NA
health reform.

A
u» W
»
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to mental health and psychosocial support servites 5 dzZNA y3 G KS LI YRSYAOX
became ever more important to meet an increasing demanwa Qa &aS 02y R KSI f (K
objective of integration with national health systemdesed a way to address the increased

demand andyo to scalehrough effective referrals and trained PHC providers. As a health

strategy, the same sustainability of PSS for levels one and two through relevant national
GSETFIFENBkaz20A1f aSNWAOSAQ YAyAauaNRSa gl a yz2a |

In face of the barriers to integration, theationalintegrationstrategy at times seemed unlikely

to be realized. There was limited evidence of uptake during the evaluation period. That said, a
twa wSFdzZ3SS [/ 22 NiRhe gohtékRoNTurRey, 3h8 fddDtBéRaltldi careis

provided foriSS A& ONMXzOAIl f & b2G G2 SOSNR2YySI (GKSNB |
Turkey has done, given the scale of the refugee population to provide free education, free

health care is something to be commended. If that could be replicated, it shouteide

Expecting undeiresourced national health care systems to continue to provide free services

may be highly optimistic and unsustainable without a greater international commitment to

providing the resources and knowledge needed to support the expected imtons. As an IO
YIEYylF3ISN 20aSNWYSRE a{dAlGlIAYylIoAfAGeE AyOfdzRSa 32
that there are other ways to involve the government without directly giving the government
Y2ySeodé ¢KS Yzaild O f dzZ of SnedNBHRSSdedditdnessytalll KA & T A
levels of service provision that the humanitarian sector requires and could provide. There is

also a financial case for investing in MHPSS human resowiiesibecame increasingly

compelling during the last pandemic andfate of those to comdn 2022, investments in

MHPSS may be ever more needed for building a global resilience to cope with protracted

conflicts, epidemics and pandemics, and the increasing disruption and uprooting from natural

disasters and climate change

EQ4: Conclusions

T twaQa aidN}GS3e&e | RRNB
OF NB LINRPGAAAZ2Y S 0 dzi

ax

ax
> Qx

4 NBntahéalithfhealh2 v O S NJ/ &
Lt e +ta I KSIfGaK adN.
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crosssectoral support, particularly related to protection, education, livelihoods, and
nutrition. [EQ 4a]

1 PRM has the experience, international reputatiand tiered and multryear funding
modalities to advance the MHPSS agenda on international and national levels; to
I RO20 ST 6KSNXE LRaaArofSs F2NJt2/ Qa AyOf dza
systems; and to strengthen donor coordination on &IPSS technical working groups.
[EQ 4b]

1 AAP measures were most effective in encouraging new programming strategies
HoweveZ & SNXWAOS dzaSNBQ SELISNASYOS& | yR NXBIjdz |
and culturally adapted, outcome and impact measutes reflectlASQ @021)
dCommon M&E Framewotth implement the Core Principled: Human rights and
equity, Participation, Do no harm, Integrated services and supports, Building on

available resources and capacitiasnd Multilayered supports[EQ 4c]

1 Monitoring and evaluation systems, lacking financial, outcome, and impact metrics, are
insufficient for strategically allocating resources, making the case for the cost
effectiveness of communitpased interventionsanddetermining how to integrate with

national health care systems and to go to scale most efficiently. [EQ 4c]

1 Given a rapidly evolving field witleported high health care provideturnover and
migration ratesandlanguage and cultural differenceand secondary stressxisting
human resouces specifically trainednental healthand PSS service providerare
insufficient to address the needs and expectations at every level of service provision

across diverse populations and to go to scale through national integratiod][EQ

EQ4: Recommendations

T twaQa alt{{ &aiNI {Spdatest dzf REEEFOFA (G KENR azNS |
community-based and crossectoral programming, COV4IO adaptations, and

expected funding modalities, outcomes, and impacEQ4a, 4c].PRM's COVHD9
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response and recovery plan highlights specific sectors for integratitdfH®#SS work.
twaQa KSIfGK A0GN)r S3e NBGAaA2y g2dd R 0SYy

to reflect current programming.

PRM Refugee Coordinators, Program Officers and its MHPSS Program Officer in
Washimgton, D.C. should participate as observers time international and national
MHPSS Working Groups to suppt and coordinate with other donor, 10, and
NGO/CBO strategies for rolling out the Minimum Service Package (MSP) and for
integrating MH and clinical psychological services in national healthecsystems, and
psychological and social support in national and community social welfare systems.
[EQA4Db, 4c].Participation in these working groups will facilitate coordination between
donors and provide opportunities to both streamline reportirgguirements across

donors and to ensure compliemtary efforts when funding different implementers.

PRM should encourage its NGQBrough its AAP requirementgo develop specific,
local strategies for accessing the hardest to rea¢BQ4]. Existing AABystems are
responsive to service users who are reached. The next step in improving accountability

is to reach affected populations who currently have less access to services.

To the extent possible, PRM should encouraige IPsto organizemonitoring and
evaluation systems that address outcomes and impact with some basic cost and
expenditure data,and to use the IASC M&E frameworlEQ4c]. Monitoring and
evaluation systems that focus on outcomes and impact, rather than outputs and client

sdisfaction, will help facilitate strategic resource allocation.

PRM should encourage its IPs to develop some simple bermdit analysis to assist in
determining where best to target limited resources in a given population based on the
PoCprofiles, needs, infrastructure availability, and existing resources(}4c]. Systems
that allow IOs and NGOs to capture cost can work in catijpm with outcome and

impact focused monitoring and evaluation systems to facilitate strategic resource

deckions.
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1 PRM should prioritize support at all levels for IPs that address human resource
requirements from training communitybased volunteers to recredentialingrefugee
psychiatrists and/or training fomational and localpsychiatrists clinical psychologists,
psychatric nurses and PHC cliniciana addressing humanitariaimental health
needs. Strengthening the human resource base may be the most effective way of
expanding the integration of refugee populations into host governmehnealth care
and social welfare systemsEQ4b, 4c].Human resource shortages are a barrier to
providing quality care to PoCs who need MHPSS services. A key priority to address the
needs of PoCs is to ensure there are a sufficient number of trainedifpoaers who

can implement services at all levels of the IASC pyramid.

Al 1 gnment of MHPSS 1| nit
Functional Bureau Strategy

alt{{ LNRINIYYAYy3I A& ONRIUGA Osalingaistancearda Y I yRI
LINPGSOGA2Y (20drKy5S Mil2NE R QIAS 2r1Bfali P €

¢tKS 202S00GA0®Sa Ay GKAA ttw/ gAff adzZILRNI twaQ
Save lives, ease suffering, and promote human dignity through efficient and effective
humanitarian assistance; Goal Zromote and provide terim and durable solutions for
populations of concern through U.S. assistance and collaboration with the international
community; and Goal® Advocate for the protection of vulnerable populations and exert
leadership in the international community. The ebfives will support Goal 1 by ensuring that
PRM targets the most vulnerable populations in humanitarian crises with effective health
programming. The objectives will support Goal 2 by focusing on both CCMi&sponse and
recovery phases and promotingghntegration of PoCs into national systems for health,
immediate economic relief, and longé&grm economic recovery programs. The objectives will
support Goal 3 by advocating for the inclusion of PoCs in national CI®JE3ponse and

recovery plansThe® include vaccine distribution plans supported by the USG, partner nations,
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and international organizations such as Gavi, the Vaccine Allidheeobjectives wilalso
support Goal dy addressing specific protection needs of COMaffected PoCs, inctling

increased GBV, MHPSS, and protection of children whose schools have closed.
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Annexes

Annex 1. Country Specific Programming
Recommendations

The followinglists provide targeted programming recommendations from service users and

service providers in Turkey and Bangladddiey have been edited for clarity and to rensov

duplication, but they have not been analyz&RM RefCoords in each country may share these

with 10 and NGO partneiss appropriatefor consideration to strengthen programming. Some

of these recommendations go beyond direct MHPSS support, but may wbrliRt® NS a & RNA @S
of MHPSS concerns, such as limited ability to generate income. In some cases, some PRM
grantees are already providing similar services (both MHPSS aAdiH&ES), and it may be

helpful for PRM RefCoords to facilitate skill sharing, coattbn, and referral as appropriate.

Some recommendations here may also be useful/applicable for country programming in other

countries. PRM RefCoords in other countries may circulate applicable recommendations.

Turkey Programming Recommendations

Service poviders and service users recommend tpabgram content for adultsnclude

1 Increased programming in service user languages, including Arabic, Kurdish, Farsi, and

Dari

9 Turkish language acquisition, particularly vocabulary for hospitals and bésadth care
settings for when translators are not available, including botpenson and online

options

9 Training on Turkish laws, refugee rights, registration procedures, asylum applications,

and Turkish culture/norms

1 Legal advocacy antegotiation
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1 Activities to support income generation, including small amounts of venture capital,
provision of initial raw materials, provision of tools such as sewing machines, business

start-up training (including for online businesses), and vocatiorahing

1 Provision of materials to address basic needs depending on the needs of individual
families, including food vouchers, hygiene and WASH kits, pregnancy and infant care

kits, mobility aids such as wheelchairs, and education kits

1 Provision of materialfor rest and relaxation, including books, sports equipment,

instruments, and crafting supplies

9 Financial support for transportation (approximately 100 lira/month depending on

location)

1 Community activities, such as games, picnics, tickets to footballlmast@and field trips,

including outdoor activities specifically for women only

1 Increased messaging against child marriage

1 Facilitated interactions and communication with UN agencies on behalf of service users
in order to ensure service users case inforraatis transferred during referral and to

ensure service users are aware of how the systems work

Service providers and service users recommend pinagram content for childreninclude

1 Programming to address TV and internet addiction, which some pareatasa driver
of MHPSS concerns for their kchien

1 Programming to address suicidal thoughts

1 Messaging against child marriage

9 Services for girls experiencing early marriage
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1 Activities designed for children with physical and mental disabilities
1 Confidence hilding activities (particularly for girls)
9 Turkish language programming
9 Outdoor group activities
1 Art/art therapy activities
Service providers and service users recommend ginagrams with host communitiesnclude

1 Movie nights for refugee and hosbmmunity members to attend together and build

cross community relationships and trust

9 Training for teachers to recognize and intervene in cases of bullying against refugee

children

9 Training for teachers to recognize and prevent when they themselves dizprend

harm refugee children

Service providers and service users recommend pinagram outreachinclude

M Increased use of social media to disseminate information about MHPSS services

available
1 Increased messaging on social media to destigmatize meetdtihservices

1 Increased budget for developing virtual brochures and pamphlets in service user
languages for outreach online and targeted budget for printing copies to reach

populations without internet access
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Service providers and service useesommend thafprogram locationsinclude

T hyS aid2L) aSNWAOS OSyiSNm GKIG OFy &aSNWAOS

needs, and provide internet access
1 Satellite centers to address needs in rural areas
1 Women friendly and child friendly safe spaces

9 Childcare services so that adults (particularly women) can participate in programs OR

drop children off so they can work

I Wider catchment areas for mobile teams so they do not need to deny services to

unserved communities
1 Online locations for virtual/hybrigrogramming

Service providers recommend approaches to addstaffing needs including

==

Training for community volunteers to provide basic MHPSS services

1 Training for MHPSS supervisors

1 In-person training on key topics, including drama therapy tlaetapy, specialized
therapies for level four needs, and approaches to working with people from different

cultural backgrounds

1 More funding to provide staff selfare and promote workife balance, particularly for

translators since they do not always hawental health training to fallback on

1 New graduate training programs, including restarting the MHPSS graduate certification

program



Page88 of 281

Bangladesh Programming Recommendations

Service providers and service users recommend pinagram content for adultsnclude:
1 Support for single or widowed women in the form of financial and MHPSS support

1 Programming for couples focused on transforming gender norms and roles in the

household, including sessions on educating husbands and muotHaw.

9 Training on vocational 8lks that will lead to job opportunities and contribute to the

household income, including handicrafts or sewing
1 Increased legal support for GBV survivors
1 Programming for caretakers, specifically spouses of persons with disabilities
1 Increase frequency dfIHPSS programming sessions to once or twice a week
1 Conducting community awareness sessions in the community rather than health centers
1 Developing appropriate messaging to build awareness and reduce the stigma of MHPSS.
1 More MHPSS sessions on technigjde manage tension and stress
1 Integrating surgeryevel care in the health centers in the camps
1 Programming on preventing suicide and draiguse
1 Audit medicine distribution to ensure equitable distribution and reduce medicine resale
1 Expansion ofmedicine list, including the need for Hepatitis C medication and treatment
1 Improving ventilation in health centers

Service providers and service users recommend pinagram content for children and youth

include:
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1 Programming for caretakers to support kelien with neurodevelopmental or physical

disabilities to provide appropriate medical care and prevent burnout

1 Formal education in the camps for children and youth at appropriate learning levels

1 Regular community activity sessions for children with spants, music, and games

1 Integrating educational activities with imams and school teachers

9 Training for staff on MHPSS programming specifically for children, which includes

emotional regulation and management.

1 Youth empowerment programs to help youth be raonvolved in the community, such
as building leadership and healtblated skills (blood pressure checks, Cardiopulmonary

resuscitation (CPR), sexual health awareness, etc.)

1 Programming on preventing child marriage, amnéfficking, and child protectiofor

young girls

1 Create formal childriendly spaces in the health centers in the form of specific

playrooms or a play corner in the rooms that parents receive MHPSS counseling.

1 Programming on preventing dregpuse for youth and drug rehabilitation seces at

health centers.

Service providers recommend approaches to addstaf training and human resources

including:

1 Recruitment methods for specialized MHPSS staff, such as clinical psychologists and
psychiatrists, at the health centers ppovide regular counseling sessions, diagnoses,

and psychotropic medications

1 MHPSS programming for staff to discuss their own secondary traumagagelf and

burnout
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1 In-person, not online, MHPSS training to build capacity of staff in various therapeutic
techniques such as CBT, behavior therapy, IAT, IPT, ISG, DBT, EMDR, NRT, and positive

parenting
91 Develop creative and sustainakif@ining modalities to retain staff

1 Increased training and supervision for community paocainselors, specifically on

suicide pevention and family therapy

9 Training focused on child MHPSS and specifically on children with disabilities and special

needs.

1 Increased number of MHPSS staff, such as psychologists and psychiatrists, at the camps

so that they are available daily and notdeal on a rotation
1 Basic MHPSS training for all staff, regardless of sector

1 Programming focused on building capacity of community members, such as capacity

building for community volunteers

1 Training focused on group counseling sessions on spousal relapsnsimger

management, and stress management
1 Placing MHPSS staff at government hospitals for emergency cases
1 Advocacy with government to ensure MHPSS is a required part of health programming
Service providers and service users recommend pliaggrams with host communitiesnclude:
1 Secure and safe health structure for the host community to access MHPSS services

1 Continuing health services and scaling up of MHPSS services for the host community
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Annex 2: Evaluation Team

Evaluation Team

Dr. Lynellyn Long, Phleam Lead

Ted RizzoEvaluation Specialist ll€gsignof data collectiorntools, conduct interviews in Turkey,

survey lead, interview coding, qualitative and quantitative dartelysis, report writing)

Gayatri Malhotra Evaluation Specialist 1€dignof data collectiortools, conduct interviews in

Turkey and Bangladesh, qualitative and quantitative data analysis, report writing)

Lane BentonProject Coordinator (project managemt, administrative management, travel

management, interview coding, qualitative and quantitative data analysis, report writing)

Kate BatchelderEvaluation Specialist Il (interview coding, quantitative and qualitative data

analysis, report writing)

Dr. Jmathan Jones, PhBCorporate officer

Team Qualifications and Experience

Lynellyn Long, PhD

Since the late 1970s, Dr. Lynellyn Long has worked in international humanitarian and

development assistance. She has led lasgale international programs to add® trauma and

NI LIS a I gSILRY 2F 6 NE QA2 SyOS |3FAyad 62Y
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work has included organizing refugee returns and reanétion in the Balkans; addressing

human trafficking and labour exploitation in Southeast Asia, Central and Eastern Europe, West
Africa, and the Middle East; and resettling Ukrainians in Europe. Having worked in outright,

protracted and post conflict situeons, Dr. Long has extensive experience in interviewing and
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the Start (SftS) program. As a AAAS and subsequent Johns Hopkins Fellow at USAID, she
conducted jointassessments with BPRM in the Mozambican refugee camps in Malawi; the
Khartoum displaced in Sudan; and survivors during the Balkans war. Dr. Long has published
academic articles on refugee and migrant health and mental health, and taught graduate

courses afAmerican, Johns Hopkins School of Public Health, and Tufts University. She has also
trained graduate research teams at Harvard and Tufts, and senior managers and monitoring

and evaluation specialists at the World Bank, Population Council, IOM, and Amnesty

International on qualitative and quantitative research design and analysis, situation analysis,

A YLX Ay3as KdzYly adznaeS0iaQ LINR(G202ftaz | yR NBLR

Ted Rizzo
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the international development and humanitarian response sectors with a particular focus on

the Middle East and North Africa and Sahel regions. Ted has supported evaluations of programs
F20dzaSR 2y 3IANX aQ SRdzOl G A éprpdiictive hemihKgerdedaB&it 2 LIY Sy
violence, and child marriage in both crisis and conflict as well ascpodlict settings. Ted is
professionally proficient in both Modern Standard and Moroccan Arabic and has a working

knowledge of Levantine Arabic.

Gayatri Malhotra

Global health professional with 7 years of monitoring, evaluation, research, and learning

6a9w[ 0 SELSNASYOS F¥20dzaSR 2y 3ISYyRSNI Sljdza t AdGesx
education, sexual and reproductive health (SRH), gebdsed violace (GBV), corruption, and
communications. Demonstrated experience with mixadthods study design, quantitative and
gualitative data collection, and developing research instruments with strong understanding of

data management and intermediate statistiGalalyses. Knowledgeable in logic models,

research study design, M&E frameworks, evaluations (impact, performance, program, and

outcome), need or readiness assessments, and communicating research findings to various
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audiences. Educational certification indes a Master of Public Health in Global Health
Epidemiology and Disease Control. Languages include native fluency in English and native

proficiency in Hindi.

Lane Benton

[FYyS A& | LINR2SO0G O22NRAYIFG2NI 2y 9y/IlaNeld 4aQ
has over 5 years of experience in project management and global development. She has
worked in lowincome international settings and multinational nonprofits. Lane holds Bachelor

of Arts degrees in both Global Health and International Affairs andkgpEnglish, Setswana,

and some Spanish. She has experience in software including Excel, ArcGIS, and R.

Kate Batchelder

Kate Batchelder is a Monitoring and Evaluatidf&E) Specialist at EnCompass. She has
extensive involvement in evaluatiopsimarily in the field of international education as well as
adjacent sectors. She has managed the implementation of and contributed to data analysis and
findings reports for studies ranging from small data collection instrument pilots to nationally
and regionally representative evaluations. Kate holds an MA from Columbia University,

Teachers College and a BA from Bates College.

Jonathan Jones, PhD

Dr. Jonathan Jones is the Director for Evaluation at EnCompass LLC and member of the Senior
Management Team. He has 15 years of research experience, having led complex M&E efforts in
more than 20 developing countries and conducted hundreds of interviewd@uus groups,

often in difficult/sensitive environments. Dr. Jones is a thematic expert in M&E of governance
and democracy assistance programs. Dr. Jones offers experience developing regional MEL
systems. For the Department of State, as part of an evalonaf its Global Equality Fund LGBTI
human rights portfolio, Dr. Jones developed the initial framework and guidance to establish a

global MEL system. He undertook a similar initiative for the Margaret A. Cargill international
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relief and resilience portfie. At the International Republican Institute, Dr. Jones developed
standardized tools, data collection, and storage processes to enable aggregation of country

data. He is currently serving as the Corporate Officer/Senior Technical Advisor for the
USAID/Peu MELS activity, which technical and advisory MEL assistance for USAID/Peru and its
bilateral and South America Regional portfolios, USAID/Brazil, and USAID/Paraguay. Further, Dr.
Jones has supported capacity building on key M&E concepts and approanieding

developing meaningful theories of change, setting objectives, developing measures, conducting
data collection and analysis, evaluation use, and conducting evaluation in an ethical manner. He
has also designed and delivered training on M&E forrimgg&onal development funders and

partners. He has significant experience in participatory approaches to evaluation and ensures

that the evaluation process is useful for key audiences.
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Annex 3: Evaluation Scope of Work

U.S. Department of State
Bureau d Population, Refugees, and Migration (PRM)
Evaluation of PRM5upported Initiatives on Mental Health and Psychosocial Support

(MHPSS)

The purpose of this requirement is to obtain the services of a contractor to carry out an
external evaluation, lasting up 10 months of PRMupported initiatives to address and

integrate into broader programming the mental health and psychosocial support (MHPSS)

needs of PRM populations of concern (PoC), i.e., refugees, internally displaced persons (IDPs),

stateless persog conflict victims, and vulnerable migrants. The evaluation will consist of:

1 Acomprehensive desk review and analysis of relevant literature, reporting by PRM
partners, and best practices in MHPSS programming for refugees, IDPs, and other

conflictaffected populations

1 Heldwork (remote if necessary) to examine PRpported MHPSS programming
inclusive of both international organization (I0) and nongovernmental organization
(NGO) programming, in Geneva, Switzerland (for internatibnalanitarian
organizations based there) and two countries to be determined jointly by evaluator and

PRM

1 Afinal evaluation report incorporating concrete recommendations that will inform

twaQad FdzidaNB alt{{ LRftAOE® |yR LINBRA&REMYYAY3

funded efforts to integrate MHPSS into PRivided humanitarian assistance

CKAA SQ@Ffdd GA2Yy Aa AYGSYRSR (2 &adzZJR2NI GKS

RS
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1 Distilling the most relevant issues in MHPSS research and practice in harramnit

response

1 Providing concrete inputs to PRM on ways to tailor overseas assistance aimed at

I RRNJaaAy3a FyR YSSGAy3a GKS alt{{ ySSRa 27
In 2013, PRM funded an International Medical Corps (IMC) research project that assessed
comprehensive meniahealth service provision programming aimed at refugees and the
vulnerable host population in Jordan and developed a comprehensive and standardized Mental
Health Case Management (MHCM) training package and accompanying monitoring and
evaluation tools. HOB S NE y2 F2NXIf S@lIfdz G§A2y 2F twaQa
MHPSS needs of its PoC globally through support provided by both its IO and NGO partners has

been undertaken.

The desk review, consultations, and analysis undertaken via this eawaiti focus on the

following areas:

1 Overall performance of PRMupported MHPSS initiatives in meeting the needs of

refugees and IDPs

1 Extent and effectiveness of MHPSS when integrated with other sectors of PRM
supported programs (such as but not limitexprotection, health, and education
programming) including perceptions of beneficiaries with regard to the assistance they

have received

1 Identifying best practices and areas for improvement in how PRM supports the MHPSS

needs of its populations of conae

The primary audience for the evaluation is PRM and its IO and NGO partners. Evaluation
findings should be targeted, concrete, actionable, and tailored to the work of PRM and its
partners. Unless doing so raises security or other concerndjritkevaluation report will be

shared publicly and/or posted for external consumption.
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Background and Current Efforts

PRM

twaQa YAaaArAz2y A& G2 LINRPGARS LINRGSOGA2Yy> SI as
uprooted people around the worldrobehalf of the American people by providing {ife

sustaining assistance, working through multilateral systems to build global partnerships,

promoting best practices in humanitarian response, and ensuring that humanitarian principles

are thoroughly integréd8 R Ay G2 ! o{ ® FT2NBAIAY YR Yyl A2yl &§¢
assistance, coupled with diplomacy, forms an essential component of U.S. foreign policy by

helping to strengthen bilateral and multilateral engagement with crédfected countries. The

United States government is the largest bilateral donor to UNHCR (through PRM) and ICRC and
among the largest bilateral donors to IOM and UNICEF (through PRM and other USG sources).
PRM also funds NGOs to fill critical gaps in the programming of muléiladeganizations, host
I320SNYYSyidaz IyR 20KSNJ R2y2NAR® ¢KS . dz2NBI dzQa K

protection and durable solutions are as critical as its assistance programs.

PRM often funds NGO activities in-dfnth increments, although irecent years it has

encouraged NGO partners to apply for mniyiar funding as part of its Grand Bargain
commitments, and an increasing proportion of its NGO awards are 4yadti in scope. Through
humanitarian diplomacy, PRM engages partner governmenjgobny initiatives to improve
outcomes and solutions for populations of concern. Strong monitoring and evaluation (M&E)
contributes to the identification of best practices, both political and programmatic, that can be
promoted in the provision of humanitaan assistance. Monitoring the performance of PRM
partners and the effectiveness of PRM assistance is a responsibility shared-ima&€CPRM
Program Officers and their respective Regional Refugee Coordinators, as well as other staff with
responsibilityfor humanitarian issues based at U.S. embassies throughout the world. This staff
Ad adzZRNISR o0& OGNIXAYyAy3d a ¢Sttt Fa aSOi2Nrf =
Offices of Policy and Resource Planning (PRP) and Multilateral Coordinati@xtannal

Relations (MCE).
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Upon award of this contract, PRP will work closely with the contractor for the duration of the
evaluation, with support from other offices as needed. In accordance with the standards of
good management and performandmsed reslts, the contractor will be held accountable for

cost, schedule, and performance results.

MHPSS

Thelntee! 3Sy O0e { Gl YyRAY3I [/ 2YYAGGSS o6L!'{/ 0 d&AaSa (GKS
adzZLILRNLQ G2 NBFSNI G2 | yeé (etloteetdbr pfodaiel £ 2 NJ 2 dzi
psychosocial welbeing or prevent or treat mental disorders. Among humanitarian agencies,

the term is widely used and serves as a unifying concept that can be referenced by

professionals in various sectors. MHPSS interventions cangdemented in any sector of

programming but are most frequently found in programs for health and nutrition, protection

(communitybased protection, child protection, and/or GBV), and education.

¢KS GSNY Walt{{ LNRof SYaQ includihg socalpfobldms, A RS NI
emotional distress, common mental disorders (such as depression andrgostatic stress

disorder), severe mental disorders (such as psychosis), alcohol and substance abuse, and
intellectual or developmental disabilities. Forode experiencing MHPSS problems,

displacement and humanitarian crises disrupt or erode protective structures that are normally
available, increase the risks of diverse problems, and may amplify preexisting problems. Mental
health and psychosocial problerrsemergencies are highly interconnected, but can be social

or psychological in nature and pexisting, emergencinduced, or humanitarian aithduced.

The IASC outlines the distinction between mental health and psychosocial support but
recommends a layed response to meet a broad range of needs. Further, problems of a
predominantly social nature, which often are disproportionately underrepresented and
underfunded among MHPSS programming, may contribute or exacerbate mental or
psychological problems. Asich, MHPSS is an integral part of any humanitarian response,
including in acute or raptdnset emergencies and protracted situations. In situations of

protracted displacement, mental health and psychosocial activities are vital interventions to
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assist coomunities in drawing on and building resilience to cope with stress associated with

long-term displacement, as well as peabeailding and civil society partnerships.

It is important to build understanding of MHPSS across all sectors, to reduce the bdirden o
mental illness, improve the ability of refugees to function and cope, and strengthen resilience.
To this end, humanitarian actors should adopt an MHPSS approach and integrate MHPSS
interventions in field operations as a priority. Such activities are lhsuaplemented via

projects in health, communithased protection, GBV, child protection, and education. MHPSS
activities that are integrated in wider systems or embedded in community support mechanisms
and that actively engage beneficiaries to determtheir seltidentified needs and priorities
regarding their care, are likely to be accessible to more people, are often more sustainable, and

tend to carry less stigma.

PRM-Supported MHPSS Programming

22NJ AYy3 G2 | RRNBaa al t{ nctiorddlBuigaNBteategy Gdals: | KNBE S 2

1. Save lives, ease suffering, and promote human dignity through efficient and effective

humanitarian assistance

2. Promote and provide durable and interim solutions for populations of concern through

U.S. assistance amallaboration with the international community

3. Advocate for the protection of vulnerable populations and exert leadership in the

international community.

twaQd OdANNByd alt{{ adNrGS3es Fa AYyFT2NX¥SR o8&
PsychosocialuUpport in Emergency Settings and its associated MHPSS intervention pyramid, is

F2ft RSR Ayid2 (KS . -@amBHealtStratégidnt drnpHddiz€the H N1 My
AYLINRGSYSy(l 2F 00Saa G2 alt{{ aSNWBAOSA TFT2NJ t
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IO and NGO partners, building stronger relationships with organizations that have MHPSS
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expertise, and developing policy direction for the Bureau to include MHPSS&uia fuhding

opportunities. Objective milestones include:
1 MHPSS is included as part of a mséctoral humanitarian response.

1 Where appropriate, MHPSS services are integrated in standard refugee health

responses.
1 New IO and NGO partners are identified PRM to deliver MHPSS services.
1 PRM NOFOs include MHPSS as a prioritized sector where appropriate.

1 Increased engagement between PRM and other organizations such as the World Health

Organization (WHO) on MHPSS to enhance programming.

PRMO s | O Partner s

PRM supports UNHCR in its coordination of MHPSS activities that directly impact its PoCs in the
FTAStR® LY FTRRAGAZ2Y (G2 LINRGARAY3A 3IdARFYyOS (2 ¥
Emergency Handbook, UNHCR implements its MHPSS programminghttw@mmmunitybased

protection systems and existing interventions, prioritizing working partnerships with refugee
communities and bolstering existing health systems while advocating for the inclusion of

refugees into national health systems and for thesgptation of mental health into primary

health care UNHCR also invests in training of health staff to identify and manage priority

refugee mental health conditions, nespecialists on brief forms of psychological therapy, and

in some situations, funding nméal health professionals to address more complex refugee

mental health conditions.

L/ w/ Q@018 Hemlth Strategy included MHPSS in its strategic objective that aims to

respond to new and emerging health needs among people affected by armed condicttaar

aAbdad GAz2ya 2F @OA2ft SyOSe L/ w/ Qa alt{{ I OlADAlA
psychological or medical; provision of individual and group psychosocial support; training in

MHPSS skills and follewp supervision for first respondersid key community leaders;
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sensitization, awareness raising and psychoeducation on MHPSS issues; and community
mobilization. In order to ensure a continuum of care, ICRC MHPSS programs are, where

necessary, integrated into the overall health response.

IOM provides direct MHPSS to migrants, emergency affected individuals, and host communities
OKNRdzZAK2dzi Ada LINBINIFYa Ay SFF2NIa G2 YIFAyadN
response and humanitarian activities include: deployment, training, andrsigien of

multidisciplinary Psychosocial Mobile Teams; establishment of temporary Psychosocial Support

hubs in camps and host communities; referral mechanisms for those with severe mental

disorders; interpretation, mediation, and national mental healtlstsyn strengthening; and

strengthening and implementation of communibased supports aiming at mending social

fabrics and promoting social cohesion. Within the health sector, IOM also focuses on capacity
building of service providers in mental health ara@pplation mobility and for mainstreaming
interpretation, mediation, outreach to diverse populations and cultural diversity awareness in

mental health services.

Other PRM IO partners include the WHO, which provides guidelines and programming,

particularly the Mental Health Gap Action Program (mhGAP) aimed at scaling up services for
mental, neurological and substance use disorders, and which contributes intervention manuals,
policy directions, and other tools to support the emergency responsentental health. WHO

also cechairs the IASC Reference Group on Mental Health and Psychosocial Support in

Emergency Settings, which provides advice and support to organizations working in emergency
settings. PRM also funds UNICEF in its efforts to dev@lBpy Ydzy A G A S&aQ OF LI OA G e
and family welbeing through activities like awareness raising on child distress reactions and
LINEANF Ya OGKFG FFHOAEAGEIEGS YSydalrt KSFEGK OF NB |

mental health and psychosociaéeds to help communities take action.

PRM-funded NGO Programming and Efforts

PRM funds NGOs, including but not limited to the Hebrew Immigrant Aid Society (HIAS),
International Medical Corp (IMC), the Jesuit Refugee Service (JRS), and the CentginferoVi
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Torture (CVT), to fill in critical gaps and provide socially and culturally relevant assistance and
advocacy to address MHPSS needs. Often these NGO programs are intended to bolster specific

layers of intervention support.

For example, PRM fundtiAS programming in Africa and Central America, where services
offered include integrated and staralone psychosocial activities that are tailored to each
community and to individual refugees. Programs are implemented in commbaggd
psychosocial settigs and include: capacityilding of community leaders and members to
provide basic psychosocial support and to refer refugees in need of more advanced care;
providing training for partner organizations and national institutions on key MHPSS topics; and
facilitating individual and group counseling for children, adolescents, and adults experiencing

emotional distress.

IMC programs funded by PRM for implementation in Africa and the Near East are focused on
working with traditional communitpased support goups and key people who can offer basic
psychosocial support within the community, training medical andma&dical professionals to
strengthen national health systems (particularly to address refugee crises), and linking existing
community support groupwith local doctors and nurses trained by IMC to strengthen and
expand the continuum of care from the community level to other local, regional and national
health facilities. In some cases, IMC hires psychiatrists, embedding them in primary health care
sysems, to respond to the mental health needs of refugees and host communities supporting
the hostgovernment medical system and paving the way for expanded recognition of mental

health needs.

PRM funds JRS in Africa to provide intervention groups for \albhergroups, case
management services, individual and group counselling, and training and supervisionr of non

specialists recruited from the beneficiary communities.

PRM funds CVT programs in Africa and the Near East that administer both mental health
courseling, psychosocial support, and physiotherapy for clients with a spectrum of
Fdzy OGA2ylfAded / +¢Qa YSyialrf KSIFHfGK ASNWAOSaA
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plan to increase functioning of survivors of torture or trauma. CVT trains localadlstadff, in
some cases refugees and survivors of trauma themselves, in order to utilize the host
community to build a referral system, and also trains local health government officials in basic

MHPSS interventions.

Recent Developments

Within the contextof the COVIEL9 pandemic, PRM has identified MHPSS as an area of critical
AYLRNIFYOS F2NJ AGAa LRLMAZ FGA2ya 2F O02y@3NYy | yR
COVIBL9 strategy. According to the WHO, in conflict settings as many as one in fivie egp

a mental health condition. The situation of the pandemic may exacerbate existing mental

health conditions, induce new conditions, and overwhelm already scarce mental health

services. Anxiety about the pandemic, reduction of economic-beitg, inceased instances of

GBV, and lowered levels of humanitarian assistance during COMiBAve increased risk

factors for an already vulnerable population. These circumstances, coupled with the persistent

lack of consistent data on the mental health of miggmresent a challenge to PRM and its

partners in providing MHPSS to its PoC.

Across the international humanitarian response to the COGMIPpandemic, there have been
efforts initiated to support people in distress and to ensure care for people with nhéetalth
conditions. Innovative ways of providing mental health services have been implemented, and
initiatives to strengthen psychosocial support have sprung up. Yet, because of the size of the
problem, the vast majority of mental health needs remain uh@s$sed. The response is
hampered by the lack of investment in mental health promotion, prevention and care before

the pandemic.

Evaluation Questions

The purpose of the evaluation is to:

1 Assess PRMupported efforts to address MHPSS
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strengthen programming and advocacy conducted by PRM and PRM partners

The final evaluation report should answer the following questions, drawing on both the field
work and the desk study as appropeatvith an emphasis on developing best practices, lessons
learned, and actionable recommendations to inform the programming and advocacy of PRM
and its partners. The lettered stquestions under each numbered main question are meant to

further clarify themain question.

1. To what extent have PR8upported programs, both IO and NGO, contributed to meeting
the MHPSS needs of refugees and IDPs?

a. Did MHPSS programs target and reach those most in need? Did they follow international

best practices (such as the BMHPSS guidelines)?
b. Were standalone MHPSS programs effective?

c. Were efforts to integrate MHPSS into other sector responses (such as but not limited to

protection, health, and education) effective?

d. How well have PRMupported NGO activities addressedpgan IO programming to
meet MHPSS needs?

e. Which activities were more (or less) successful in meeting their goals and why?

2. How have PRM partners integrated the needs and perceptions of beneficiaries of PRM
funded programs into the planning, developmenthdaevaluation of their MHPSS

programming?

a. Do beneficiaries report they have been consulted and involved in the process of
designing MHPSS interventigrasd afforded opportunities to provide effective and

ongoing feedback on the quality and utility of eance provided?
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b. If/now has programming been adapted in response to beneficiary perceptions and

feedback?

c. How have program managers ensured that the feedback received reflects the full

diversity of the population served?

3. How has the COWAIDO pandemic affected the efficacy of MHPSS programming from PRM

partners (both stanehlone and integrated)?

a. How did implenenting partners adapt to the circumstances of the pandemic to maintain

MHPSS programming and what were the factors that facilitated adaptations?
b.1 26 KIZS AYLI SYSYGAy3 LI NIYSNBERQ dzy RSNEGIF yR.
due to the circumstancesrpsented by the pandemic?

4, 2 KI'd OKFy3aSa 2N dzLJRFGSa G2 twaQa alt{{ &GN}
PRM to meet and address the MHPSS needs of its PoC?

a. Does the existing MHPSS strategy, embedded in the broader health strategy,

appropriately iiorm current funding decisions?

b. Is the current strategy sufficient to provide a strong foundation for future decisions,

includingpost COVIRcp SFF2NI A G2 o6dzAf R GKS KdzYl yA GF N

c. What changes or updates would make the strategy telbbelocument for guiding PRM

policy and funding decisions?

Evaluation Design and Data Collection Methods

PRM expects that the evaluation will use a mixed method design involving both qualitative and
guantitative methods to analyze programming covering the period from FY 2018 to the present.
PRM will rely on the contractor to both propose and design the redearethodologies to

answer research questions in the best and most efficient way possible. It is anticipated that
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methods will include some combination of desk research/analysis, key informant interviews,
group discussions (as relevant), and collectionade studies to produce findings, draw
conclusions, and present recommendations. Participation of beneficiaries is required. It is
essential that all research is conducted in line with ethical and safety standards and be done in
I g1 @& (KI 0 dzhdktthénRaprotessian@idm. Bxifical approaches to data

collection such as obtaining informed consent, maintaining confidentiality, and ensuring

referral pathways are established before interviewing will be particularly critical.

Any interviews with bené€iaries must be sensitive to and designed to prevent traumatization.

All data collection methods and tools shall be shared with PRM in advance and strive to get the

richest and most useful information in the quickest way possible. This is in recogritize o
limited time available and significant workload of PRM partners, particularly those that work in

the field in ongoing humanitarian emergencies.

COVID-19 Considerations

PRM is cautiously optimistic that by the time this contract is awarded and vegi, and
particularly by the time foreign travel is required, COXI@restrictions in the United States
and abroad may have begun to be lifted. However, the successful bidder should still be
prepared for the possible necessity of doing much of the eatedn work, including the

fieldwork, remotely.

Evaluation Team

PRM will consider various evaluation team compositions. However, the team conducting the
fieldwork must consist of one Senior or Migvel Evaluation Advisor or Evaluation
Methods/Implementaton Specialist and one Senior or Midvel Humanitarian Technical
Advisor/Subject Matter Expert with MHPSS expertise. Preferably, both positions will have
experience in humanitarian settings. The persons filling these positions, and more specifically

those who are responsible for field visits and interviews, should also be familiar with refugee

YR RA&LX I OSYSyid O2yiGSEGa IABSY GKS YIFyRIFGS
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One team member must be designated as a Team Lead who will oversee and be the focal point

for the project. There also must be a Ud@sed position that can easily and reliably liaise with

twa NX3IdA FNF & 2y (GKS adGlddaAa 2F GKS S@Ffdd GAazy

skills must demonstrate the ability to complete the following:

. Initate akickk TF YSSUiAy3a gAGK twa GSOKYyAOIFf adar¥FT¥

objectives and efforts and how they align with broader humanitarian objectives, as well as

agree on expectations for communication/involvement moving forward.

. Undertakea desk review of PRM MHPSS program and project documents from FY 2018
2020, as well as literature over the pasiB years relating to MHPSS in a humanitarian
O2yGSEGY adzOK & GKS 21 ha@@0aSydlt 1St GK

. Introduce the MHPSS evaluatianrtelevant partners and stakeholders to explain its

intention, scope, and purpose as well as to answer any questions they have.

. Initiate headquarters and fieldased data collection efforts to understand the way in which

PRM MHPSS efforts have affected ttves of our populations of concern.

. Analyze collected data, design targeted recommendations, and produce a succinct final

report that is informed by PRM and partners through regular consultation and engagement.

10. Debrief PRM, partners and other staketi@tfs, at various points throughout the process and

once the final report is completed, as agreed to with PRM.

Qualifications

1. The Evaluation Advisor/Specialist should have experience designing and implementing

evaluations for complex humanitarian settings (i.e. camps, settlements or urban areas
where refugees/IDPs are concentrated). The Subject Matter Expert should have experienc

in conducting research on MHPSS and/or working on MHPSS programming or advocacy in

humanitarian response contexts. The Team Lead should have experience and a track record

of managing largacale evaluations in a professional, effective, and collaboratizaner.

l.:.l

O
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Staff not meeting these requirements may be considered in special circumstances,
determined by PRM.

. The evaluation team must be proficient in English (speaking and writing), have familiarity
with both technical and humanitarian terms, and possassability to translate concepts as
well as write in ways that are easily understood by a public audience. For fieldwork that
includesinterviews with people of a different language, the evaluation team must have
someone proficient in that language and/an ability to identify and hire highuality

interpreters.

. The evaluation team must have prior understanding of the mandate and work of State
Department/PRM and its partners in caring for its PoC, particularly in the area of MHPSS in
humanitarian setting. An understanding of gendeaind age specific sensitivities in the

context of MHPSS is also required.

. The evaluation team must have a thorough understanding and commitment to upholding
ethical and safety standards as it relates to researching MHP®8idfday with existing

guidelines and a plan for how to protect confidentiality is essential.

. A commitment to a persogentered approach is imperative throughout the evaluation. This
includes ethical approaches to data collection such as getting infolcoesent,

maintaining confidentiality, and ensuring referral pathways are established before
interviewing, etc. As such, team members should be familiar and comfortable taking this

approach as well as articulating themselves in this way.

. Evaluation team rembers may be based in or outside of the U.S. U.S. citizenship is not

required.

. Security clearance is not required.

Contract organizations and people with prior experience and knowledge of PRM is beneficial. In

such circumstances, lessons learned fromstgavaluations shall be taken into account and

integrated into the research design.
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Timetable And Deliverables

The contractor will begin work within two weeks after the contract award. The duration of the

evaluation will be up to 10 months with a planginmplementation, and completion phase.

The contractor shall provide the following outputs and deliverables to PRM during the
evaluation period. The timeframe and due dates for each deliverable will be informed by the
evaluation start date and design. Wever, projected or expected delivery dates shall be

provided within the original proposal.

1. Kickoff Meeting: A kicloff meeting between PRM and the contractor should be scheduled
within two weeks after the award is signed. The meeting will take placevata Q& 2FFA OS
Washington, D.C. The contractor is expected to develop a meeting agenda prior to the

meeting and come prepared with documents, ideas, and plans to discuss at the meeting.

2. Evaluation Work Plan: A detailed work plan is due within two wedétes the kickoff
meeting. This plan should be as detailed as possible, with a timeline indicating where and
when PRM will be consulted or informed, throughout. The work plan shall include the
anticipated schedule and logistical arrangements and delindaeoles and

responsibilities of members of the evaluation team.

3. Desk Review/Inception Report: A desk review of partner reports, products, and relevant
publications is due within 90 days after the start of the contract. The desk review must also
includeanalysis of initial interviews of PRM and IO headquarters staff; contact information
will be provided by PRM. The desk review shall include an updated evaluation design
document as an annex. The evaluation design document will include a detailed evaluation
design matrix (including the key questions, methods, and data sources used to address each
guestion, the data analysis plan for each question and known limitations to the evaluation
design. It may include draft questionnaires and other data collectidnumeents. The desk
review shall not exceed 20 pages, not including annexes. PRM will provide feedback on the
draft report within 10 business days. The contractor then has 10 business days to finalize

the report. Phone calls can be used to resolve any dessrgents or provide clarification. A
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report revisions matrix must also be submitted with the final desk review report, unless
discussed and waived by PRM in advance. The evaluators are required to coordinate closely
GAOGK twaQa | dzY | y AGehewdwhey plainring intdrisivs withyGerevai y
based IO (UNHCR, ICRC, WHO, IOM) staff.

. Monthly Teleconferences: Monthly phone calls will be used as opportunities to preblem
solve issues that may arise, identify areas for additional PRM support or assisteste,
mutual understanding and prevent misunderstandings. The contractor shall arrange the

meeting, provide an agenda, and supply brief minutes after the meeting.

. Progress Reports: The contractor is required to submit two progress reports to PRM. The
reports must summarize progress to date and the status of the major activities being
undertaken in relation to the work plan; any deviation from the work plan with associated
explanations; indications of any problems encountered or expected, as well assptsgor
corrective action, as appropriate; and projected activities for the coming reporting period.

These reports are due four months and eight months from the start of the contract.

. Fieldbased Data Collection: Fieldwork shall include travel to Gehesdquarters of

relevant 10s and to two countries, selected by the contractor in consultation with PRM, that
have PRMsupported MHPSS activities (both NGO and 10). Options, to be determined in
consultation with PRM as part of the desk study/inception reémopcess, include:

Bangladesh, Colombia, Ecuador, Jordan, Kenya, South Sudan, Thailand, and Turkey. The
total time spent in the field shall be no more than five weeks, with at least two weeks for
each of the country visits, not including travel days. This recognition of the lack of time

and availability of field staff to partake in evaluations, and the importance of their field

work. This allows time for consultation with PRM partners and stakeholders (such as NGOs,
experts, working groups, etc.). WiPRM support, the contractor will consult with the U.S.
Embassy prior to data collection activitiesdountry. Evaluators are required to coordinate

Of 2aSteée pAUK twaQa wS3IA2YyIl f-coumtmdedingsSsand 2 2 NRA Y |

interviews with PRMbartners. When in the field, a sday work week is authorized.
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a. In-country DeBrief: A debrief meeting shall be scheduled with the PRM Refugee
Coordinator (RefCoord) based at the U.S. Embassy before departure from each field
location. If appropriate, otér relevant stakeholders and partners should attend these
meetings. In countries where there is no Refugee Coordinator in country or the Refugee
Coordinator is not available during the field visit, this debriefing can happen remotely
with advance notice ahapproval provided by PRM.

b. COVIB19 Contingencytn the case that fieldbased data collection is not possible due to
restrictions in response to the COVID pandemic, the successful contractor will be
expected to devise alternative methods to collece tesired information, such as
video and/or teleconferencing and ehne surveys, in consultation with PRM.
Contractors are strongly encouraged to include such potential options in their

proposals.
7. Final Report:

c. The contractor must deliver a draft finegport incorporating findings from the desk
review and fieldwork at least 45 days before the completion date of this contract. The

final report shall include the following:

Executive summary

Description of MHPSS initiatives

Evaluation purpose and scope

Evaluation design and data collection methods
Data and findings

Conclusions

Recommendations

= = =4 -4 a4 -—a -5 -9

Annexes: SOW, research instruments, ethical considerations, details about data

collection, etc.
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d. Recommendations shall be concretectionable, and tailored to PRM so as to inform the
initiative and funding decisions going forward. Recommendations that are detailed,
extremely relevant, and limited in number are preferred.

e. The final report shall include reference to how MHPSS iAittS 4 YSSia t waQa
Functional Bureau Strategy (FBS) objectives. PRM will provide the contractor with an
electronic version of the FBS as well as any other strategy documents that may be
useful.

f. The final evaluation report shall be no more than 30 pagesngth, exclusive of
executive summary and annexes. It must be compliant with Sectiorobb@

Disabilities Act to facilitate public posting on state.gov. The final report must also
include an executive summary, which shall be no more than fivepalge goal is for
the report to be readable, useful, and targeted.

g. PRM will provide feedback on the draft report within 15 business days. The contractor
then has 10 business days to complete the report after it is returned by PRM. A revisions
matrix mustalso be submitted with the final report, unless waived by PRM. The final
NELR2NIG A& AYGSYRSR (2 06S aKFNBR Lzt AOfe 2
evaluations web page and must be in compliance with section 508 of the Rehabilitation
Act.

8. Evaluation Summary for Dissemination: A summary of the evaluation shall be written to be
made available for a public audience and sent separately from the evaluation report. The
summary should be brief, not more than two pages, and should include a®memtiew of
the evaluation, evaluation questions, data collection methods, findings, and
recommendations. It should not include confidential issues or anything that is deemed
inappropriate or irrelevant to the public. PRM will provide a template for shismary. It
should be submitted for PRM review not more than ten business day before the completion

date of the contract.

9. Oral Presentation of Evaluation Findings and Recommendations: One final presentation

shall be given to PRM in Washington, DC prighéocompletion of the contract.
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Expectations

1.

The contractor shall maintain open, respectful, timely, and collaborative communications
with PRM, resulting in a relationship that proactively addresses potential or current
problems with flexible, workablegnd appropriate solutions. It is a priority for PRM to be a

good and supportive partner in this evaluation.

The contractor shall be responsive to PRM throughout the project and demonstrate ability
to design an evaluation, analyze findings, and presestlig in line with the needs of the
bureau. When in doubt, the contractor shall reach out to discuss questions with PRM in a

proactive and transparent way.

The contractor shall provide all documentation and reports to PRM for review and
clearance; PRM Witletermine whether/when they will be disseminated to or shared with
beneficiaries, UN agencies, NGOs, or other evaluation participants. This is for the purposes
of ensuring a targeted, clear, and coherent evaluation approach and not to influence or

changethe data in any way.

The contractors shall coordinate with, and be responsive to, PRM in all aspects of project
management and implementation. The contractor is expected to answer communication

and submit agreedipon deliverables on time.

The contractos shall forward all project deliverables to PRM according to the final timeline,
barring unforeseen delays. When there are unforeseen delays, or other project or financial

issues arise, the contractor must inform PRM immediately.

The contractor shall deler high quality final products (deliverables) suitable for PRM

purposes. The products shall be professional, well written, carefully proofread and tailored
to influence and inform PRMupported MHPSS initiatives and work. Other potential targets
for the report include 10s, NGOs other donors/governments, etc. The final evaluation shall

be considered a PRM product. PRM will decide who will receive the report and in what way.
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Position Location and Hours

With the exception of the fieldbased data collectiorproject activity is anticipated to take

LX I OS i (GKS O2y (NI OG2NXa LX FOS 2F g2NJ ® 51 01
States, Geneva, and in the countries/regions of focus. Prior to the desk review, the evaluation

team will visit PRMor consultations at State Department Annex {SAat 2025 E Street NW in
Washington, DC, or meet virtually in the presence of C&¥lestrictions. All relevant PRM

documents required for the desk review will be provided to the contractor once the&onts

issued.

Security Concerns

Contractors should be aware of changing security conditions in potential evaluation countries.

The contractor should consider security limitations when selecting fieldwork countries.

Logistics Support

PRM will provide the contractor with access to reletvarogram and project documents,

including those not in the public domain, such as 10 and NGO reporting, strategies, etc., once
the award has been issued. PRM will also provide the contractor with contact information of
PRM (DC office and field) and paatrstaff as well as facilitate introductions, where needed. In
addition, PRM will provide evaluation report and summary templates. All other support will not

be of a logistics nature.

Other Information

The evaluation report and its findings are proprigtand are not to be made public or shared

externally without the consent of PRM. PRM reserves the right to disseminate and circulate the
evaluation report to colleagues (USG, international, and NGO partners), as determined

appropriate. PRM may alsochod$e2 L2 ad GKS FAYyLFf NBLRNI 2y (KS

further visibility. The contractor will be acknowledged in all circumstances.



Pagell5of 281

General Task Order Terms and Conditions

Period of Performance

The period of performance shall begin on the effective date of the award. The total period of

performance for this effort shall be ten months from the effective date of the award.

Place of Performance

The work to be performed under this task order wi8b LISNF 2 NY¥ SR 4 GKS [/ 2y 0

Task Order Terms and Conditions

In addition to the terms and conditions specified in this task order, all terms and conditions of
GKS / 2yGNX OG2NQRa L5Lv [/ 2yiNX OG0 aklFfft | LILX &

DOI-AAAP-0028 - Electronic Invoicing and Payment
Requirements i Internet Payment Platform (IPP) (Apr 2013)

Payment requests must be submitted electronically through the U. S. Department of the

Treasury's Invoice Processing Platform System (IPP).

"Payment request" means any request for contrinancing payment or invoice payment by
the Contractor. To constitute a proper invoice, the payment request must comply with the
requirements identified in the applicable Prompt Payment clause included in the contract, or
the clause 52.21-2 Contract Termand Conditions Commercial Items included in commercial

item contracts. The IPP website address is: https://www.ipp.gov.

Under this task order, the following documents are required to be submitted as an attachment

to the IPP invoice
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Supporting travel documentation

Invoices for travel must include the name of the traveler, travel itinerary, purpose of travel,
receipts for airfare or other means of transportation, hotel, rental car, and any other expense
over $75, and any other documentation requestedtiy Contracting OfficemNo travel is

authorized unless prior government approval from the COR is obtained.

1 The contractor is responsible for ensuring invoices submitted are accurate and
complete, and all labor, travel and other direct costs are in adaace with federal

guidelines, the FAR Part 31 and other Government mandates and directives.

9 Additional supporting documentation MAY BE REQUESTED at the discretion of the COR
or CO.

Final Invoice

Within sixty calendar days of product acceptance andfmnpletion of services:

a. The contractor shall submit a final invoice, designated as such by a clear statement of
GCLb![ Lb+xhL/9¢ 2y (KS FI0S 2F (G(KS Ay@2Aa0S8
b. The contractor shall provide a certificate of completion which certifies all goods and

service have been provided as required by this task order.

The sixty calendaday submission timeframe shall not be extended without written
authorization from the comacting officer. In the event items a, b, or ¢ above are not submitted
within the authorized timeframe, the contracting officer will make final cost determinations in

order to make final payment and closeout the task order unilaterally.

The Contractor musause the IPP website to register access and use IPP for submitting requests
for payment. The Contractor Government Business Point of Contact (as listed in SAM) will
receive enrollment instructions via email from the Federal Reserve Bank of Boston (FRBB)

within 3- 5 business days of the task order award date. Contractor assistance with enrollment
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can be obtained by contacting the IPP Production Helpdesk via email ippgroup@bos.frb.org or
phone (866) 9738131.

If the Contractor is unable to comply with tlequirement to use IPP for submitting invoices for
payment, the Contractor must submit a waiver request in writing to the Contracting Officer

with its proposal or quotation.

(End of Local Clause)

Section 508 Compliance Requirements

The offeror shall ense the personnel providing the labor hours possess the knowledge, skills,

and ability necessary to address the applicable Revised 508 Standards defined in this task order,

and shall provide supporting documentation upon request.

For Microsoft Office an@DF documents, WCAG Level A and AA Conformance test results must
be based on the Harmonized Testing Guidance from the Accessible Electronic Document

Community of Practice (AED ACOP).

Key Personnel Designation

For the purpose of the overall performancetbis effort, the Senior or MidLevel Evaluation
Advisor or Evaluation Methods/Implementation Specialist and one Senior ot il
Humanitarian Technical Advisor/Subject Matter Expert shall be designated as a key person. The

individuals performing in kegategories are considered by PRM to be essential to performance.

Quality Assurance

The COR will review, for completeness, preliminary or draft documentation that the Contractor
submits, and may return it to the Contractor for correction. Absence ofcanyments by the

COR will not relieve the Contractor of the responsibility for complying with the requirements of
this work statement. Final approval and acceptance of documentation required herein shall be

by letter of approval and acceptance by COR. Tdwr&ctor shall not construe any letter of
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acknowledgment of receipt material as a waiver of review, or as an acknowledgment that the
material is in conformance with this work statement. Any approval given during preparation of
the documentation, or appra for shipment shall not guarantee the final acceptance of the

completed documentation.
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Annex 4. Detailed Methodology

Data Collection Design and Implementation

The evaluation team conducted a mixatethods evaluation with both quantitative data and
gualitative data. Quantitative data collection methods included an online survey that was
distributed to NGOs that have received DOS/PRMIing for MHPSS programming. Qualitative
data collection methods included-person, online, or hybrid individual inteews or focus

group discusons with service providers and service users.

Sampling

Thesurveydata contextualizd the interviewdata. The Evaluation Teartnied to reach all the
NGOs<PRMfunded between 201&nd 2@1. Inevitably, therewvas a respondent bia®. The

team usedhe initial consultations to validate then-depth interview guides and survey

questions Of the 89 qualitative data collection events: 48 interviews were held with providers

and 39 with service users. Unless reconmaied by the MHPSS providers, the service user FGDs
were held separately with women and men and included 21 women and 14 men. The Team
interviewed 48 NGOs and 37 I0s in Brussels, Geneva, Turkey, and Bangladesh. Three interviews

were conducted with the locaBangladeshi community

Limitations

The Evaluation Team could not ethically interview service users currently undergoing

psychiatric or intensive psychological treatment. The MHPSS field also has a high rate of service

21The respondent bias, to some extent, reflects difficulty reaching MHPSS teams that had been funded earlier but
PRM currently no longer funded. Some original team members were no longer working with the NGO, and a few
programs mg have disbandedGiven high rates of stress and reported secondary trauma in this field, particularly
during COVIEL9, there was also a high turnover in personnel and the current staff may not have wanted to report
on events that happened prior to theime.
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provider burnout and turnover. To eae the safety of all, the team requested the IP MHPSS

managers to select the interviewees and identify counselors to support interviewees if needed.

This selection process necessarily introduced a respondent bias. The Team gratefully

appreciated servicdza SNAEQ I YR LINRPOJARSNEQ OF yRARYySaa | yR
and knowledge. After the Team introduced the evaluation purpose, most interviewees realized
GKFG GKS& 6SNX y20 S@Ortdad GAy3a GKS AYRAM®BARIZ f
MHPSS worldwide. Most welcomed sharing experiences and advice and in several instances,

used the FGDs to reflect with one another. Since this evaluation is designed to provide practical,

I OKASGIo6tS NBXO2YYSYRI A2y a G2andpyodgraniding, theva Qa T dz
AVYGSNIASSsSSaQ F20dza 2y K26 YR gKeé OSNIFAYy Ay

successful, proved to be informative and insightful.

Quantitative Data Collection

Quantitative data collection was conducted through @arine surve that wasdesigned to

O2ftt SO0 AYTF2NNI GA2Yy | 602dzil LINR I NIdeepeaaghdd FNBY | O
validatethe inception report portfolio review findings. It primarily consisted of cleseed

questions, with a few opeended responses includedhd surveyfocused on approaches,

interventions, and therapies used by different organizations in their MHPSS work; the

populations and numbers of beneficiaries served; sector integration of services; the integration

of beneficiary needs and perceptionsMHPSS work; changes and adaptations in response to

the COVIEL9 pandemic; program indicators; and the number of staff members and volunteers
AdzZLILR NUAY 3T GKAEA 62N @ ¢KS adiNWSe 02ttt SOGSR Ay
was not designed toaher information about the perceptions or beliefs of the individuals who
complete the surveyThe online survey respondents were distributed to stakeholders from
DOS/PRMsupported NGOs, including Project Managers, Refugee Coordinators, and Country
Directas with a estimated sample of 7BDONGOs. The respondent sample included a range of

geographic DOS/PRM expertise and experience. Respondents also represented projects with
GFENASR alt{{ AYLISYSyi(ldGdA2y adGdNrGdSaASas AyOf dz
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programming. For those representing projects with integrated program strategies, the

evaluation team worked to ensure perspectives were included from a range of different

integrated projects, such as protection, water, sanitation, and hygiene [WASH], nutritio

health, GBV, livelihoods, education, and reproductive hedltie evaluation team administered

the online survey from February to May 2022 and conducted analyses in June 2022. The

analyses primarily consisted of summary statistics to give a broad uhdeg§ RAy3 2F 5h { Kt

programming and included some analyses of epaded questions.

Qualitative Data Collection

Data collection occurred in Geneva and Brussels during Ealdguary 2022, in Turkey for a
period of approximately two weeks in mMarch 2022 andfor two weeks in Bangladesh
during earlyApril 2022. In Turkey, five sites were covered during the data collection phase:
Ankara, Gaziantep, Sanliurfa, Izmir, and Istanbul, whetg@sites were covereth
Bangladeshs KI {1 FyR / 2EQ& . 1 N¥

Three evaluation team members conducted the fieldwork in Turkey and two members
conducted the interviews in Geneva. In Brussels and Bangladesh, where-C®Onélrictions

and a new variant prevented a second member from going directly, one member coddbete
in-person interviews. In Brussels, the Evaluation Team Lead conducted interviews with PRM,
IOM, and IMC. In Bangladesh, the EnCompass MEL Specialist condyeesbminterviews.

The Evaluation Team Lead and the MEL Specialist met online daglig¢a/rand discuss the
interviews. The interviews held in Cox Bazar and Dhaka involved a hybrid approach: the
Evaluation Team Lead participated online and the MEL Specialist in person. Although the
logistics were challenging, the Evaluation Team was ableit® record most of the interviews

for coding and summary analyses by other Evaluation Team members so that all had access to

the methodologies employed.

Team members conducted atidividual interviews and FGDs with service users in person. They
conducted the consultations and a few staff interviews and FGDs online and organized hybrid

interviews with service providers and managers in Bangladesh.Evaluation Team conducting
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data collection in Turkey and Bangladesh engaged one or more interpriekentified by each
organization. Each organization also provided MHPSS services to service users with a
psychologist or counselor on call should the interviewees require any support. To prepare for

the visits, the team conducted orientation phone caliish relevant points of contact at the

U.S. embassy and with NGOs and 10s. These calls helped the Evaluation Team generate a list of
in-country stakeholders to speak with. All interview lists were validated with PRM prior to the
country visits. Data coll¢ion included Klls and FGDs with grantees;@untees, service users,
embassy staff, NGOs, 10s, and other allies and stakehoket@dtswing data collection, the

Team analyzed the data in two Data Analysis, Integration, and Synthesis Sessions.

Ethical Considerations

The Evaluation Team developed an Informed Consent Form (ICF) that was shared in advance
with organizations and interviewees to address any concerns. This advance planning allowed
organizations to select service users who would not be neggtafé¢cted by participating in an
interview about the MHPSS services they had received. The organizations also selected the
translators and identified a psychologist or counselor on call should anyone require support
prior, during, or after the interviewnmcess. During the interviews, key information from the

ICF regarding privacy, confidentiality, anonymity, rights to pause or leave the interview at any
time, was reviewed with the participants. Verbal consent was obtained by all participants and in
most @ses, permission to voice record was also obtained. The voice recordings were used for

transcription purposes only. The teams made every effort to ensure that interview questions

F20dzaSR 2y GKS &ASNIWAOS dzZ&ASNEQ 20 aSdidddrovel 2y a |y

MHPSS programminghis evaluation was approved by the EnCompass IRB (IEE001-
2022.

Country Case Study Selection Criteria

In consultation with PRM, the EnCompass Evaluation Team prepareirix of countries

(refer to Table4) considering the following factors:
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1. Sites where several MHPSS programs are operating and accessible

2. Regional/geographic diversity

3. Type and length of emergeres onset, protracted, complex, etc.

4. Diversity in types aervice users (refugees, IDPs, asylum seekers,agid.$ettlements

5. Urban settlements versus camp settings

6. Feasibility (logistics, COVID travel restrictions)

7. Security, threat levels, araccess

Table 4: Countries considered for the PRM evaluation by various factors

Country

Bangladesh

Colombia

Ecuador

Jordan

Kenya

South
Sudan
Thailand

Turkey

Refugees*

880,000

277

70,000

1,300,000

525,000

4,300,000

91,479

3,600,000

IDPs*

427,000

7,671,124

490

140
(new)

190,000

41,000

1,099,000

NGOs

TdH, IRC,
HI

Malteser,
SCF

JRS, HAIS

IMC, CVT

CVT,

HAIS, JRS

JRS, IMC

OHI

ASAM,
SAMS,
MUDEM,
DOTW,
others

Security  COVID

caution

threat

safe

caution

caution

threat

safe

caution

ok

red

red

ok

ok

not
rated

ok

ok

Year
begun

2017

2015

2018

2011

2007

2013

1984

2016

Urban/Camp

camp/urban

urban

urban

urban/camp

urban/camp

camps/sites

camp/urban

urban/camp

Nationalities

Rohingya

Venezuelan

Venezuelan

Syrians

Somali, South
Sudan

South
Sudanese

Myanmar

Syrians,
Afghans,
Iraqi,
Iranians, etc.
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* These data are derived from online sources (NRC for the IDPs)

The Evaluation Team presented an earlier version of this matiPRigl and discussed the
possible sitesvith PRM, the 10s, and NGOs. Based on the above considerations and current
programming, PRM/Washington, D.C., in consultation with regional Refugee Coordinators and

Program Managers, recommended Colombia and Turkey with Bangladesh as an alternate.

The UNH® MHPSS advisor pointed out that both Turkey and Colombia are middle income
countries, whereas large numbers of refugees and IDPsarently hosted in lowincome
countries. Given concerns about a new CODvariant, political volatility, and securitisks
(kidnapping for ransom and terrorist threats) in Colombia, the Evaluation Team in consultation

with PRM, eventually chose Bangladesh for the second fieldwork site.

COVID-19 Safety Considerations

The Evaluation Team continuously monitosegturity and COVHD9 considerations in both
countries. The Evaluation Team data collectors and translators proceeded with all necessary
precautions to protect the team, participants, and other community members from the spread

of COVIEL9. Precautions inaded:
1 Daily antigen tests for interviewers.

1 Schedulingand organizingneetings with appropriate spacing smallgroups,andwhen

possible, outsideWhen inside, windows were kept open during group discussions.

1 Participants, interviewers, andanslators woreN95, FFP2, or double (clean) cloth
masksat all timesthroughout the interviewprocess. Participants were provided with a

new, clean mask if they did not have one.

1 The Evaluation Team and translators were fully vaccinated and wore maskg data
collection.Theteam also sanitizedquipmentregularlyand had hand sanitizer available

for interviewees.
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Sample

Online Survey

The evaluation team disseminated the online survey via SurveyMonkey to a purposive sample

of DOS/PRMupported NGOsThe sample was determined through a portfolio review and
evaluation of the total population in consultation with DOS/PRM and 10 and NGO stakeholders.
The survey was distributed to organizations that administered programs in the following
countries: Afgharstan, Bangladesh, Brazil, Cameroon, Chad, Colombia, Democratic Republic of
Congo, Egypt, Ethiopia, Ira, Jordan, Kenya, Malaysia, Mauritania, Nigeria, Pakistan, Peru, South

Africa, South Sudan, Tanzanldailand, TurkeyJganda andVenezuela

To maximizeanonymity, the surveyid not collectdemographic data about the person

completing the surveynd didnot collect data ori KS 2 NH | y A ISinde maltipled y I YS @
organizations work within the countries where the surwegsimplemented, it will not be

possble to determine which organizatigorovidedwhich response. While the evaluation team
askedthat each organization submit onbne response per country, not all individuals who

receivedthe surveywere able to answer every question. Therefore, during tgitnent the

evaluation teanshared theinformation being requested anprovided suggestions of who the
participant may want to consult and/or forward the survey to in order to provide the

information necessary.

The online survey respondents were distribdites stakeholders from DOS/PR&dpported

NGOs, including Project Managers, Refugee Coordinators, and Country Directas with

estimated sample of ZA00NGOs. The respondent sample included a range of geographic
DOS/PRM expertise and experience. Respaotsdalso represented projects with varied MHPSS
AYLE SYSylGlFr A2y aGNX dS3IASaszs AyOf dRAYy3I aadl yRIE €
representing projects with integrated program strategies, the evaluation team worked to

ensure perspectives were incled from a range of different integrated projects, such as

protection, water, sanitation, and hygiene [WASH)], nutrition, hea®gBV, livelihoods,

education, and reproductive health.
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A total of 43 NGOs responded to the online survey from 14 countriels, Wwitkey NGOs
responding the most (25 percenf0 percent of responses came from Jordan, and 9 percent of
responses came from Bangladesh. Asian countries were heavily respresented in the survey

data, however we received less responses from Africa, Souirida, and other regions.

Klls and FGDs

Data collection for the case study included individual interviews and FGDs with staff members
and service users of PRMnded MHPSS organizations implemented by 10s and NGOs

operating in Turkey anBangladesh. Additionally, the sample included key staff members of

PRM based in each case, including Refugee Coordinators (RefCoords), RefCoords support staff,
and relevant Program Officers. The Evaluation Team conducted one interview with PRM staff in

each country.

{GFFF YSYOSNB 4 Lha FYR bbDha AyOfdzZRSR (K2a$s
work and, in some instances, included the country manager (if the organization was

international), program managers for PRivhded MHPSS programs, and oth&afsmembers

or volunteer implementers. These other staff members included MHPSS counselors, therapists,
trainers, researchers, M&E staff as relevant for each organization. For the most part, all
AYGSNWBASsa 6AGK | LI NI A Odafids bdcupredifhlthg dainé siteh 2 y 8 Q  a
identified by the organization based on where the majority of their PiriMled MHPSS

programming occurred, unless the organization indicated that it made sense to speak with

people in multiple sites. This occurred, foteX LX S ¢gKSy 'y 2NBIFYATFGAZ2Y

was located in the capitol, but programming occurred in another location.

The Evaluation Team interviewed an average of four to eight staff members per IO and NGO in
each country. These interviews occurredheit as individual or small group interviews

depending on the availability, geographic distribution, and preferences of the staff members.
For service users, the Evaluation Team conducted two or more interviews (either in groups of
four to eight people orndividuals) at almost all IOs and NGOs. Whether to conduct individual

or group interviews wittservice uses was determined by the 10 or NGO staff based on the
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needs of their service users. Some I0s and NGOs flagged that it would not be possible to speak
to PoCs due to security reasons. In those cases, PoCs were dropped from the sample of that IO

and NGO.

Within each country, the I0s and NGOs served similar PoCs, either at different locations within
the country or in the same location but with somewhat driént services. In Turkey, the PoCs
primarily consisted of Syrian refugees, but also included refugees from Iran, Iraq, and
Afghanistan. In Bangladesh, the PoCs were primarily Rohingya persons from the Rakhine State

of Myanmar.

The Evaluation Team samplBO and 10 respondents using a snowball process, in which
participants identified the next wave of potential participants using purposive criteria (but
generally would not be identifying the same types of respondents as themselves). For example,
the PRM Rk oord identified and supported outreach to 10 and NGO program managers, who
supported identification and outreach to other relevant staff within their organizations. A total

of 89 data collection events occurred in Bangladesh, Brussels, Geneva, andwithike§Os,

I0s, USG, and service users and various organizational levels.

Sample of the qualitative interviews conducted in Bangladesh, Brussels,
Geneva, and Turkey (Total: 89 qualitative sessions)

Table 5: Interviews by location.

Location (n=89) Number (percent)
Brussels 3 (3 percent)
Geneva 4 (4 percent)
Turkey 46 (52 percent)

Bangladesh 36 (40 percent)
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Table 6: Interviews by stakeholder group.

Stakeholder Grougn=89) Number (percent)
10 37 (42percent)
NGO 48 (54 percent)
USG 4 (6 percent)

Table 7: Interviews by service provider organization level.

Service Provider Organization
Number (percent)

Level (n=48)

HQ 7 (15 percent)
In-country HQ 21 (44 percent)
Frontline 20 (42 percent)

Table 8: Interviews by service users.

Service Users (n=39) Number (percent)
Male 14 (36 percent)
Female 21 (54 percent)
Mixed 4 (10 percent)

Recruitment

As with the sampling approach, ttievaluation Team relied on contacts within PRM and the 10s
and NGOs to support initial contact with other staff members and grantees for recruitment.
TheEvaluation Team asked for support from PRM and relevant 10 and NGO representatives to
connect potentialparticipants with the Evaluation Team. However, the Evaluation Team did not

confirm who participated from the sampled potential respondents and the final sample of
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participating respondents with PRM, 10s, NG@%thers at any time before, during, or aft

data collection.

Recruitment process for the Online Survey

DOS/PRM provided the contact information for a lead person for each country team at each
organization sampled. This informatisrassaved in a secure Excel traclkerd wasused to
contact participantsThe Project Coordinatasn the evaluation team wasesponsible for
maintaining the secure Excel tracker to documentail correspondence with the participants

The ProjecCoordinatoralso communicated with theparticipantsthrough email.

The survey mayrequire the participant to consult with other people tmin their organization to
respond fully, therefore,tiswasoutlined in the email to respondentsThe survewas

estimated totake approximately 3Go 45 minutes to complete

The Project Coordinator kéthe Evaluation Team Lead copied and apprised of any
communication and questions from invited respondents about the survey. The teainesexil

remindersto completethe surey, accading to the data collection schedule

Recruitment process for PRM staff

As noted above, PRM in WashingtonCIZzonnected the Evaluation Team with a PRM RefCoord

in each country in order to coordinate planning for data collection. These RefCoords are familiar
gAOGK twaQa alt{{ 62NJ] Ay (KSA NpaNBpatidéniiA oS 02 dz
interview in addition to the support they provided in coordinating contacts for the evaluation.

The RefCoords also made introductions between the Evaluation Team and relevant PRM staff in
each country, such as the program officers &hainanitarian Affairs Teamrhe RefCoords

made these introductions over-mail prior to the Evaluation Team travelling to each country so

that the team could organize and schedule interviews with 10 and NGO staff who are willing

and available to participatel heteam then removed the RefCoord from the email chain in

order to plan for a date, time, and location (eitherparson or virtual) for the interview if the

participant(s) showed interest.
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During the recruitment process, the Evaluation Team maintainechi@nview tracker stored in

a passworeprotected folder on the EnCompass SharePoint site for this project. Only Evaluation
Team members had access to this file, which included the name of the contact, their
organization, email address, and title, as welk information on when they were contacted,
whether they agree to an interview, and, if so the timing and location of their interview as well
as a record that they have received the ICF. The tracker also maintained which respondents
provided informed corant verbally and consent to voice record was obtained. This tracker was

used for staff from PRM and the 10s and NGOs but did not cosgaiice usernformation.

Recruitment process for 10 and NGO staff and volunteer
implementers

The recruitment proces®f 10 and NGO staff members and volunteer implementors was
similar to the recruitment process for PRM staff. In most cases, the PRM RefCoord connected
the EvaluationTeam with a point of contact within the I0s and NGOs over email. Depending on
thispointof O2y (il OG Qa NPt S BEalyationTEad rezmiilBd thér, lod-worked v =
with them in order to identify contacts to interview. As with PRM staff, the evaluation team
coordinated with the 10 and NGO contacts over email prior to arrival in eagttrgan order to
schedule interviews with interested participants. This process was tracked using the same

interview tracker that was used for PRM staff.

Recruitment process for Service Users

In order to access theervice usepopulations, the evaluation team relied on each 10 and NGO
to identify participants. Based on the sampling criteria outlined above, and the determination
whether to conduct FGDs or Klls, the 10s and NGOs informed potential participants about the
study andet them know the eligibility criteria to participate if interested. In communications
with 10s and NGOs, the evaluation team emphasized the importance of voluntary participation
to PoCs. Staff informeskrvice usersf the date, time, and location of datcollection. The
evaluation team only interviewed PoCs who determined that they are interested and came to

the data collection location at the data and time described. A separate tab on the interview
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tracker recorded the dates and times of interviews vs#rvice usersHowever, PoC names and
contact information were not collected or recorded at any point in order to minimize the risks

of a data breach.

As noted above, th&valuationTeam worked with each IO and NGO to determine whether

their population ofservice userss more comfortable in group or individual interview settings. If
in an FGD, the groups will be homogeneous by sex (and age when relevant). There were four
instances where both sexes were interviewed together in an FGD due to time corsiaint

suggestions from the 10 or NGO staff.

Data Collection Procedures

The following section outlines the process for piloting tools, obtaining informed consent, and

gathering data during data collection for the case stulye online survey was conducted i
English, whereasllanterview tools and consent materials were translafetb the relevant
languages prior to the start of data collectidn. Turkey, the languages includ@dabic, Iranian

Farsi, Afghani Farsi, and TurkighBangladesh, the languagmcluded Rohingya and Bangla.

Updating the Data Collection Tools

Prior to data collection, th&valuationTeam requested input and recommendations from the
PRM RefCoord on all the data collection tools to be used in each country in order to provide

feedback based on their knowledge of PRM programming in each country. They reviewed:
1 Interview length
9 Clarity of content and questions

i1 Extent to which questions were appropriate and relevant or appropriate in terms of

cultural sensitivity and relevance

1 Sequenceof questions
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¢KS S@lftdad a2y GSIFY NBGASHESR (KS wSTF/ 22NRaAQ

prior to conducting interviews with 10s, NGOs, and service users.

TheBEvaluationTeam also asked the 10s and NGOs whose service users are participdtiag
study to review data collection tools to be used with service users for implications of word
choice, potential triggers, and manifestations of trauma. The 10 and NGO staff reviewed the
text of the questions in Engliskor the online survey tool, thevaluation team piloted the tool
with two NGOdgo ensure the survey would achieve its purpoBeedback from the NGO staff

wasincorporatedinto the final version of the survefAnnex 5.

Informed Consent Processes

Prior to completing the online survey, survey respondemése prompted to provide consent

to participate. The language introducing the online suregplainedthe:
1 Intent of the evaluation
1 Type of data collection
1 Procedures and duration
1 Voluntary nature of participation and right to withdraw at any time
1 Risks, benefits, and compensation/incentives
1 Confidentiality
1 Data management and security procedures
1 Who to contact for questions antbncerns

Skip logic in the online survg@yeventedparticipants from continuing with the survey if the
appropriate consent checkboxasnot selected. By checking the consent checkbox and

completing questions throughout the survey, the respondpnbvided consent to participate.

a
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The evaluatioteam providedparticipants with background information about the evaluation
and contact information for the Team Lead, Evaluation Specialist, and EnCompass IRB Manager,

who participants can contact to answer additiompiestions or handle any concerns.

Before the start of eacljualitativedata collection event, the data collector obtained informed
consent from the potential respondent(s). Prior to starting the Kll or FGD, the data collector
provided each respondent with a copy of the consent form. For respondents with access to
email, theconsent form was provided via email prior to data collection. For those who did not
have access to email, the data collector provided a physical copy for them to review
immediately prior to data collection. The consent form was provided in English oelieant

language for the population, depending on the participants. The consent form explained the:
1 Intent of the evaluation
1 Type of data collection
1 Procedures and duration
1 Voluntary nature of participation and right to withdraw at any time
1 For FGDs: Exptations to and from fellow participants
1 Risks, benefits, and compensation/incentives
1 Confidentiality
1 Data management and security procedures
9 Audio recording information
 Whom to contact for questions and concerns

Prior to beginning the interview, the datallector summarized the informed consent form

with each respondent and ensured that the respondent had time to ask questions about the
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evaluation or the consent process. For FGDsBRfsuationTeam provided the opportunity for

each person to ask questis individually if desired.

If the respondent agreed to participate, they provided verbal consent. Participants were not

asked to sign the consent form in order to minimize the potential for a form to be lost and

create a potential breach of privacy. laad, the data collector checked the corresponding box
AYRAOFGAY3 (GKS NBaLRYyRSyiGiQa NXaLRyaS yR AyAdl
consent. The data collector also requested permission to capture an audio recording of the

interview ontoa local offline audio recording device. If the participant agreed, the data

collector recorded the interview. If the participant did not consent to being voice recorded, the
interview proceeded without voice recording and only verbatim notes were takie®.data

O2ftt SO02NJ OF LIGdZNBSR O2yaSyid @Al | dZRA2 NBO2NRAY
consent.The data collector also recorded consent usingitifermed consent tracker. In this

tracker, the data collector included the participant ID, whetheg fharticipant consented to the
AYUSNIASGY SKSUKSNI LISNYAZaAA2Y gFa 200FAYSR G2
confirm that consent was obtained-heEvaluationTeam saved thenitial consent formsand

the consent trackeon the secure prigct SharePoint site.

TheBEvaluationTeam also provided participants with a copy of an information sheet that
RSAONAOSR GKS S@lfdzr A2y 6KIFIG GKS@ | IANBSR G2
contact information. Informed consent forms for PRI®, and NGO staff were written at the

12h grade level due to the education requirements to receive those positions. Informed

consent forms for service users were written at tHé grade level to account for the wider

range of educational attainment amgrservice users.

Procedures

This section outlines data collection procedures for all groups of respondents. @OVID
considerations for all respondent types are included at the end of the section. The evaluation

tools can be found innex 5
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Procedures for the Online Survey

The online survey todllid not collect personally identifying information from participants, nor
did it ask for theNJS & LJ2 ydrRy&njzatiomrhe survey collecteitiformation on which RM
country program the participanvasresponding about. The evaluation teamonitoredthe

response rate in SurveyMonkey.

Procedures for PRM, 10, and NGO Staff

Interviews with PRM, 10, and NGO staff occurredearson or virtually, depending on the

preferences and availability of the staff members and the CEGM Bituation at the time of

RFEGIF O2tftSOGA2yd ¢KSAS AYUISNWASsaseQrei KSNI 2 00dz
locations outside or a similar locatBn RS LISY RA Yy 3 2y {K&. Iflalitdddishi OA LI y {
the BEvaluationTeam and participant identified a location where they were unlikely to be

overheard and would stop the interview if someone approached them and until that person

left. The interviews lasted 60 to 90 minutes. Tl@luationTeam asked respondents to

reaffirm consent at regular intervals and informed the participants as they reached the end of

the allotted time.

Most respondents in these categories were fluent English speakers. As such, most interviews
with these groups were conducted in English. When necessarfvtideationTeam engaged a
translator to support these interviews. In Turkey, this was generallgiSurthough some
respondents required an Arabic translator. In Bangladesh, this was BangaltationTeam

worked with the 10s and NGOs to identify a suitable translator.

At the conclusion of the interviews, the data collectors uploaded the audiordang, following

the proper data management steps to save and upload the audio recording to the SharePoint
site. The evaluation team member who conducted the interview or acted as notetaker
completed a transcript of the interview based on the intervieweasoand the audio recording.

A transcription company was hired to transcribe the voice recordings and clean the notes.
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This participant group did not experience intense emotional distress during data collection.
However, prior to data collection, thévaluation Team identified MHPSS counselors to support
staff who experience emotional distress and referred other respondents to these counselors

on an asneeckd basis.

Procedures for Service Users

Due to limited digital literacy and access among PoCs, alaadtection with service users was

in person. Both individual and group interviews occurred at a location recommended by the 10
and NGO that worked with the service users. In Turkey, this location was mostly where
programming occurredo that service users felt comfortable and safe. In Bangladesh, this
location varied depending on the NGO or IO staff recommendations. In some cases, interviews
occurred in the camps at community centers amdother cases, interviews occurred at health
static ponts, primary health centers, or health points. In cases where the interviews occurred
outside, theBEvaluationTeam and participant identified a location where they would not be

likely overheard, and stopped the interview if someone approached that pefoa.interviews
lasted 60 to 90 minutes. ThHevaluationTeam asked the respondent(s) to reaffirm consent at
regular intervals and informed the participant as they reached the end of the allotted time. To
the extent possiblemale and female data collectoesent (in Turkey), the data collectors
remained the same sex as the interviewees. Only in Bangladesh was this option not possible

since only one female data collector was presertauntry.

In Turkey, the preferred language for beneficiaries varied, ianluded Arabic (the majority),
Turkish, Kurdish, Dari, or Farsi. In Bangladesh, the preferred language for service users was
most commonly Rohingya. The evaluation team worked with the I0s and NGOs to identify an
appropriate translator and provided guwdce on ethics at the beginning of data collection. All
interview tools and consent materials were translated in the relevant languages prior to the

start of data collection. The translated tools were shared with the translators as a physical copy.

At the conclusion of the interview, the data collectors uploaded the audio recording, following

the appropriate data management steps to save and upload the audio recording to the
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SharePoint site. The evaluation team member who conducted the interview or asted a
notetaker completed a transcript of the interview based on the interview notes and the audio
NSO2NRAY3I 27F Gt Endliskd trgndlation(iA2tiddciptiode dmpany was hired to

transcribe the voice recordings and clean the notes.

The evalation tools for service users were designed to allow participants an affirming space to
highlight positive experiences of the MHPSS program and did not explicitly ask about traumatic
experiences. However, all service users of the programs being evaluaegvice users due

to having faced traumatic experiences related to war and displacenttentefore, participants
experienced some emotional distress when discussing the program. As such, the data collection
team ensured that an MHPSS counsellor aflatvith the IO or NGO who implemented
programming was close by during the interview. This was a staff member of the IO or NGO who
provided these services professionally for service users. Depending on the preference of the
service users, the counselor jeiththe interview if participant experienced difficulties, or the
participants requested the counselor to be a pafthe interview prior to the session. The
BEvaluationTeam also developed a referral sheet in collaboration with the I0s and NGOs prior to
the data collection that could be provided to the participants should they disclose a traumatic

experience. The referral sheet included the following contact information:
1 Domestic abuse/sexual violence
1 Medical/psychosocial needs
1 Advocacy groups
9 Other suport organizations, depending on the context.

The interviewers and data collectors did not take any photographs during data collection and
no photos will be used for research purposddowever, in some instances, service users of
these programs asked take a photo of the group, including the interviewers, using their own
phones. These photos were important and meaningful for people who have lost most or all of

their personal objects. These photos help service users reconstruct their own life histories.
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When this happened, th&valuationTeam ensured the wishes of all participants were honored

and asked politely that any participants who wish to take photos hold off until after the
AYUSNIASG yR (GKSYy Fail T2 NTheB&uatiod Tésin xe@indett v i 4 Q
everyone that people may choose not to have any photos taken and their wishes must be
respected and ensure that only participants who consent to be photographed by another
participant are included in photographs. TBealuationTeam dd not play any other role in

photography conducted by participants.

In case of adverse events and incidents (for all
respondents):

TheEvaluation Teamised an Incident Report Form to document and respond to any security
related incidents. In any case wigethere was an adverse consequence to humans participating
in the research, the details would be reported according to the instructions outlin@a in

Adverse Event FornThe process for reporting adverse events and incidents is outlined below:

9 If any adverse event occurs that may threaten the emotional or physical safety or well
being of the respondent, th&valuation Teamnwill complete the Adverse Events Form.
G! ROSNBES S@Syia¢ NBEFSNB (2 I-bgidg, idcKdidghe G § 2
early conclusion of an interview because of emotional or psychological incidents or re
traumatization. Any adverse event must include a full description using the Adverse
Event Form and should be submittedmediatelyto the EnCompasHB and
communi@ted to the PRM team. Respondents experiencing an adverse event will be

provided with or connected to relevant support.

1 If any incidents occur that may threaten the confidentiality or security of the
respondentor a member of the data collection team, tlkevaluation Teanwill complete
the Incident Report Form and notify the EnCompass IT Team, EnCompass IRB, and PRM

as soon as possible.
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1 If anincident or adverse event takes pladiging data collection, data collection efforts
will be halted until theEnCompssIRB investigates and makes a determination about

the best course of action. Data collection may not resume until the EnCompass IRB gives

approval in writing.

Data Security

All evaluation activities prioritized the individual protection of participaantsl stakeholders. All
data were kept aEnCompass, arahly voice recordings with no personal identifying

information were shared with a transcription company to transcribe the interviews.

This section outlines detailed data security protocols. Ekalation Teanreviewed and
revised them as needed throughout the evaluation period. The following approaches helped

the evaluation team employ the highest level of data security and mitigate risk:

1 Only essential personnel of EnCompass LLC who are involtredawaluation handled

sensitive programmatic information

1 The evaluation team used an encrypted folder on Er@gCompasserver to store all
data; after each primary data collection event (e.g., interview, meeting, survey
collected), a team member trangfed this file directly to the secure folder for data

storageafter ensuring data were dalentified.

1 When data was analyzed, a member of thealuation Teanransferred the data from
the secure server directly onto a secure data analysis platform, Dedansonline

qualitative data analysis software package

1 TheEvaluation Teamscrubbed transcripter other personally identifying information
immediatelyafter data collection before it was transferred to secure storage. Data was

encrypted both in transiaind at rest, ensuring all information remained confidential.
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91 Data collectors did not collect personal information during data collection, except for in

a secure tracker stored in a separate part of the file structure from the data.

1 Theevaluationteam and any essential personnel tasked with anonymizing data stripped
GKS RIFIGF 2F ARSYU(GATe@AYy3d AYyF2NXIFGA2Y YR

when coding qualitative and quantitative data.

1 The evaluation team used end-end encrypted software (Dedoose) for all coding. Only

members of the evaluation team had access to this information.

1 TheEvaluation Tearstored all deliverables and evaluation materials on an encrypted

local server.

9 Atthe conclusion of the evaluatioBEnCompssensured that all information was
centralized in the encrypted server, then restricted access to this folder to a
singleEnCompaspoint of contact. Nather EnCompasstaff or independent
consultants who worked on this project were able to accessféhltger at any point after
the close of the evaluation. The dataset will be retained for three years, as agreed upon
with PRM. If further data disposal measures are necessary, the evaluation team will
develop such measures in consultation with PRy phygcal data retained will be

shredded according to industry standards.

T 9y/ 2YLI &aa oAttt adaz2NB Ittt RIGF &aSOdaNBKft @

compliance with the approved protocol.

1 All evaluation activities will prioritize the individual protemn of participants and
stakeholders. All data will be stored at EnCompass.EMaduation Teameviewed and

revised these detailed security protocols as needed throughout the evaluation period.

The EnCompass Project Coordinator was responsible forféraimg online survey data from
SurveyMonkey to the secure server. Online survey data was stored in one Excel sheet, located

on the SharePoint site. This sheet did not contain pensonalidentifying information. The
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evaluation teanmaintaineda separate Excaheetthat trackedthe contact names and email
addresses to which the online survegdbeen sent. This trackewasstored on the SharePoint
site and updated by th@roject Coordinadr throughout the open survey period.he evaluation
team shared a survey link thrgh email to all the respondents, requesting them to partidigpa
in the surveyThe team assigneslirvey responses a unique code number and analyzed them in

Excel.

Personainformation from Klls and FGDs were only recorded in a secure, encrypted Kll and FGD
tracker. Thistracker included transcripts that linked to ddentified data sources and codes.

Each Kll and FGD respondent(s) were assigned a unique code number, athicblkctors

used to label corresponding transcripts, audio recordings, and informed consent forms. Each
data collector was responsible for properly labeling each transcript, completing the shared

tracker, and scrubbing each transcript produced of peadlynidentifying information.

The tracker connecting staff respondent names to the unique number were kept in an
encrypted file and only the data collectors in this study were able to view the list. This tracker,
along with all data, will be moved offlire the end of the evaluation, and will be destroyed

three years after the end of the contract.

Data collectors retained any written notes in their personal possession until they were able to
type their notes and transcribe the interviews. They saved aveloordings on the project
SharePoint site. Transcriptions were saved on the project SharePoint site and data collectors
used the transcription template designed. After entering handwritten notes into the designated
section in the relevant transcript filelata collectors destroyed the handwritten notes. Data
collectors directly recorded typed notes into the transcription template saved on the
SharePoint site, and stored them on the SharePoint Et@luation Tearmembers did not

store local copies of evadtion-related files on their computer at any point during this

evaluation.
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Data Analysis

The evaluation teantransferredonline survey data from SurveyMonkey to an Extelet
stored on the secure SharePoint site. The temmalyzedall survey data in th&xcelsheet The
analyses includeffequenciessummary statisticsand, where relevant, crostabulations
and/or correlations.These datavere entered into Excefo produce charts and
graphs.Information about respondentsvere provided and stored separatgto ensure

anonymity and confidentiality.

TheEvaluation Teamnalyzed the qualitative data iDedoose. These datddressedkey

concepts, recurring themegnd significant (in the qualitative sense) outliekarratives,

profiles, and quotes were anonysus unless there was a specific request to share this

information. Evenin such cases, the team will considenether adherencet@x 52 b2 | I N ¢

can be assured.

1 TheEvaluation Teanasompleted all FGD and Kl transcripts as Word documents. All data

was storel securely, backed up, and maintained anonymity of respondents.

1 The evaluation team coded and analyzed clean, redacted KIl and FGD transcripts in
Dedoose. Dedoose stores data using-2E& bit encryption on Microsoft Azure servers.
When transcripts wereeady for analysis, a member of the evaluation team transferred

them from the secure server directly into Dedoose.

All qualitative data from the interviews and the quantitative data from the surveys were
analyzed separately and then jointly through a D@#allection and Interpretation Sessions

(DAIS) conducted internally by the evaluation team.

Anticipated Limitations and Mitigation Strategies

As with all data collection efforts, this evaluation had particular risksliamdations. The
limitations particular to this evaluation and how the team mitigated these effects are outlined

below.
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Selection bias due to purposive sampling

As with all purposive sampling approaches, there is some degree of bias that affects the
selection of interviewes. This applies both to our purposive sampling methods in data
collection and the selection of thievo country case studies as a sample of the wider
PRMportfolio. The case study selection was limited by the security and accessibility challenges
presentin some countries. haountry data collection was more feasible and accessible in some
contexts. Findings and interpretations emerging from data collection in the two country case
studies may not be representative of the entire PRM portfolio, a caveateten should keep

in mind throughout data analysis and reporting.

TheEvaluation Teamalso recognized the tradeoffs between using highly participatory
approaches to promote trust, insider perspectives, and an expanded network and the
possibility of selecbn bias, particularly of beneficiariehe evaluation team was cognizant of

this bias when analyzing data.

The online survey was also purposively sampled; however, it included a much broader range of
programs. The survey was sent to a purposively setesample of NGOs and multilateral

donors funded by DOC/PRM to work on MHPSS issues in particular countries between 2018 and
2020 (this includes some organizations whose funding period either began before or continues

after this period). This sample excedlDOS/PRM grantee organizations who may be working

on issues related to MHPSS but who do not have a formal MHPSS focus. This means that some
best practices and learning from other grantee organizations may be lost. However, the survey
focused data collean on grantee organizations in countries that DOS/PRM prioritized for

MHPSS work and reduced the research burden on grantee organizations whose work is less

NEBf SOIFyid (2 5h{ktwaQa 3I2Ffta Ay (GKAA S@OIfdzd (A2

Availability and willingness of key stakeholders

Access to key stakeholders, including service users who provided crucial information to address

evaluation questionswas challenging at times. Lack of trust on the part of the stakeholders or
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security conditions that arise in the sensitiwentexts ofl DPsand refugee camps and

communities may have limited acce8espondents acrogountriesmay be reticent to speak

with outsiders about the details of their wordk involvement.To facilitate access,

the Evaluation Teancollaborated closely with PRM and egant I0s and NGOs to establish

trust with stakeholder groups, participants, and service useos FGDs, thEvaluation Team

worked with trusted 10s and NGOs to select groups of respondents in ways that prioritized
comfort through groupings based on s@&ge, and other factoreelevantto minimize potential
risks.Other security measures, including traurmdormed data collection approaches, data

security, and comprehensive consent statements in an accessible language also helped mitigate

these challenges.

Recall bias

Some of the data collection tools asked respondents about past evEn&e is a possibility of
recall bias the respondents may not remember previous events or experiences or omit details.
In relevant cases, thEvaluation Teanried to mitigate recall bias by identifying respondents

with extensive engagement with the relevant programming, or who participated regularly in

applicable MHPSS activities.

Response bias

Response bias or social desirabibtgs,was, at times, challenging for this study. Response bias
occurs when respondents feel pressure to give answers that are socially acceptable, or that
they believe may be viewed favorably by PRM or implementing organizalibesdesign of

this evaluaiton with participatory approacheselped mitigate the potential for response bias
because a comfortable and secure interview environment should have facilitated responses
that were as candid as possible under the circumstances. Tranfoaned strategiedor data
collection also helped elicit honest information and opinions from the respondents. The data

collection tools also included carefully worded questions to ensure respondents did not feel

there was aNJA I KA L OANX f @ RS aA NI &orProbed. BothdeSaNhnd 2 |j dzS & G A
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response biases were mitigated through triangulation of responses with other data
sourcesLastly, the team had data security protocols, outlined in the Data Collection Guide, that

reassured respondents of their anonymity arafety.

Security considerations

EnCompass data collection protocols and processes prioritized safety aroeive]l of

potential participants, local communities, and EnCompass staff and representatives. The
Evaluation Teansontinued to monitor security caiderations in each case study context,
including local security considerations in regions and cities intended for traveEvdigation
Teamhad continued discussions with PRM about the feasibility and safety of data collection in

each context and madedgustments as required.

Unanticipated contextual changes because of the COVID-19
pandemic

TheEvaluation Teaminderstands that the human rights documentation context in which
participants are working could shift during the CO\XtBDpandemic, and informatiogathered
that characterizes the landscape andmmunity of documentation actonsay be affected by
this shift. Theeam designeddata collection tools in a way that clarifielistinctions between

long-term; actionforcing; and pandemicelated documentabn practices and coordination.

Other challenges related to the COVID-19 pandemic

The COVIR9 crisis had severely curtailed international and domestic travel, however,
restrictions and changes to travel guidelines across different countries do not hinder plans to
conduct ircountry data collection. ThEvaluation Teangsontinued to caréully assess the
COVIBL9 situation in each data collection country and adjusted plans as needed. The
Evaluation Teanntegrated sanitation practices and protocols regarding C@MDaccinations

and tests as stated above.
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Further Ethical Considerations

Daa collection did not commence until the EnCompass IRB conducted a full review and
approval of the design and data collection instrumentee Evaluation Teandid not seek in
country IRB review in Turkey and Bangladesh because of the limited numbers dh#RB
review social scientific research in either counffjie Evaluation Teanmtegrated the following

ethical considerations throughout the evaluation design and implementation.

Trauma-Informed Data Collection

TheEvaluation Tearfollowed guidelinesthd LINA 2NRA GAT SR RFEGF O2ftf SOG2
safety and welbeing to ensure higlguality, comprehensive, and accurate data. Bwaluation

Teamhad integrated traumanformed considerations into the design of data collection tools

and methods presenteth this data collection guide. These approaches reflected the

SOl ftdd GA2yQa 20SNYXff SGKAOaA | yR &inf@Bade YSGIK2R
approaches to meet the highest ethical standards. For this data collectiol;vakiation Team

was closéy collaborating with relevant I0s, NGOs, and RefCoords to tailor the application of

these approaches to the sensitive circumstances of MHPSS issues in each relevant context and
continued to iteratively evaluate and respond to risks throughout the evatnaflhe

Evaluation Teanespecially prioritized minimizing risks that could result in participant re
traumatization. The team also ensured data collection considered subject matter and context
AaSYaArAlA@BAGASAaT LINRPY2(GSR NB amdé#Enjdnsgditemto 215y SNBE KA
their stories and perspectives and maintain a firm sense of authorship over their

representations.
Traumainformed methods integrate the following approaches into data collection:

1 Ensuring physical and emotional safetirioritizing physical and emotional safety and
welfare of participants and data collectors, minimizing risks efaematization and

secondary trauma
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T 12y2NAY3 I yR I FFA NXBudhg tdlandiedpaddinglfromiriotined K 2 A O
consent, taking actions to ensure participants are empowered to make their own

choices about participation at every step

1 Building collaboration into data collectianUsing strengthdased and participatory
approaches to provide participants with opportunities to be involved in data collection
processes to the degree to which they are comfortable and in ways with which they are

comfortable

1 Establishing and maintaining trugtPrioritizing establishing and maintang trust
between theEvaluation Teamand participants, fostered by introductions facilitated by
trusted AAP representatives, PRM, or other human rights stakeholders during snowball

sampling

1 Prioritizing empowerment Ensuring participants feel validatedaaffirmed at each
interaction with the Evaluation Teambeing careful to avoid exercises that may feel

extractive

Confidentiality

The data collection team informed eaphrticipantthat no data presented or quoted will be
directly attributable to them individually by name by organization.The survey has been
designed such that even the evaluation team would not be able to detexmimnich
organizations respondedn the interviews, data collectormade no referencdéo any names or
anything heard in a prior interview, even with members of the same organizatitarview
notes, recordings, and resulting transcripts were confiderdiad were not shared with anyone
outside theevaluation team, other than the transcription comparig.data presentation and

reporting processes, quotes will be attributegt country and participantategory only.
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Respect

TheEvaluation Teandemonstratedrespect forparticipantsat all times by being prepared for
data collection and using appropriate verbal and nonverbal communication throughout data

collection actvities.

Risks

The two main risks of this study (in addition to the regular risks that tpepealations face

working and living in crisiand-conflict affected contexts) are potential breaches of
confidentiality or privacy due to a data breach and a poterfoalre-traumatization due to
discussing services that beneficiaries received as atrestthumatic experiences. To reduce

the risks to confidentiality and privacy, titevaluation Teanfollowed clear data management

and security protocols and saved all data, including contact information for staff of PRM and
service providers, on passworpkotected, encrypted servers. Contact information for staff was
never linked to data except in one file with a key, which was be saved separately from the data.
Contact information for beneficiaries was not collected at all. To reduce the risk of re
traumatization of service users, the data collection team designed participatory, appreciative
data collection materials to allow participants the opportunity to reflect on what they have
appreciated about the services. To mitigate the effect ofreumatizaton, should it occur, the
Evaluation Teanonly conducted data collection when a trained MHPSS counselor familiar with

PoCs was available nearby to support as needed.

Benefits

Evaluation participants would not directly benefit from taking part in this evaédnaHowever,
0KS NXadzZ G6a 2F GKS S@lftdad GAz2zy gAff K2LISTdA f &
future, benefiting future refugees, internally displaced people, host populations, and migrants

as well as the organizations that serve them.
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Compensation

Evaluation participants did not receive compensation to take part in this study. Interviews with
service users occurred in an easily accessible location for these populations, or a location where
they received programming, and did n@quire additional expenditures for them, so a

transportation stipend was unnecessary.

Data Collection Integrity
9y / 2YL) aaQ Lw. O2yRdzOGSR 'y SiKEWM@&EtoNSOASg 27
Teamalsoconfirmed that a local review was not needed 8wocial science research in Turkey

and Bangladesh as IRBs in these countries are either set up for review of protocols from their

host institutions only or primarily focused on medical, rather than social scientific, research.

All data collectors were iired to follow the data collection guide and protocol for each tool
to ensure consistency in application of data collection principles, integrity of data collection
processes, and gbat all participantshave the same opportunity to contribute to the
evaluation.If there were any concerns that data collection may pyiaaticipantat risk that
would not be able to be mitigated, thevaluation teamwould return to PRM and implementing
partner staff to ask for another methodology for collecting this infaton or another

individual to interview. This dynamic, iterative process of assessing risk and responding to

security concerns continued throughout data collection.

Secure Data Management

The data collection teawas requiredo follow security protoca to ensure secure data
collection and storage. This included protectiginparticipantinformation, usingsecure
communication channelstoring all raw and sensitive information on encrypted servers with

restrictedaccess, andestructionof all data afer three yearsof secure storage.
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Sensitization to MHPSS Considerations

Each data collection event included the presence of an MHPSS subject matter expert from the
evaluation team. Prior to data collection, the Evaluation Team Lead trained other menfbers o

the evaluation team who were supporting data collection on how to evaluate MHPSS programs
sensitively and appropriatelyrhis was integrated into a group review of the principals of
traumarinformed evaluation. The team reviewed and discussed trainingeneds from the

EnCompass Justice and Accountability project and reviewed procedures to ensure best

practices. The team also ref#ayed data collection together to familiarize themselves with

these techniques prior to data collection with service us@hg session included orientation to

GKS 22NXIR I SIfUiKahBBOKR2I PAADY QA CAMRRBSIARY DdzA

Prior to conducting data collection with service users, Bwaluation Teanobtained relevant
information about available psychosocial and counseling resources and mental health referrals
as recommended by the implementing 10 or NGO. Each participant received a referral sheet
with relevant contact informationTheEvaluation Tearprovided contact information for the

data collectors, translators, and EnCompass IRB toelevant NGQAAP representatives or

managers if any issues were to arise.
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Annex 5: Data Collection Instruments

Online Survey Tool

Informed Consent [Introductory Text]

EnCompass [ / KIF & RS&aA3IYySR GKA& {dzNWSe (2 O2ff SO
(DOS), Bureau for Population Refugees and Migration (PRM). PRM has requested EnCompass
to evaluate their Mental Health and Psychosocial Assistance (MHPSSmrogrg from 2018

¢ present. This Survey is intended for all RRMported partners, who are delivering MHPSS

assistance.

The evaluation objectives are to: (i) assess PRpported programming to address MHPSS;

and (ii) develop recommendations to updateRin 8 4t NSy 3G KSy twaQa alt{{ a
programming.! & F LI NIYSNJ Ay twaQa alt{{ LNRBINIYYAYyT
survey because of your direct experience and knowledge. Through this survey, we hope that

you will be willing to share thagxperience and knowledge, and any recommendations that

O2dz R AYLINERZS t wa Q BoweubkRyauNdaricipatighds emtifél rolRnt&ry,

and you can choose to withdraw at any timnWe estimate that the survey will take between 30

and 45 minutes.

We recognize that you may have been involved in multiple R&ided projects over the years.
Please answer this survey specifically related to the MHPSS PRM funding you have received for
your country program [for 10s, for all country programs]. If you mgé&r receive PRM funding,
please answer about your most recent PRMded program. You may answer with other

members of your team, but please submit only one response per country for your organization.

EnCompass will store the survey questionnaires asdlite electronically on password
protected computers and secure wdiased data storage and analysis platforms. All
Information obtained, analyzed, and reported will be kept anonymous. Your responses will not

be presented individually or by organizationthar, all responses will be analyzed and reported
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collectively. There are no right or wrong responses. Please read the questions carefully, and

respond to each based on your own knowledge, expertise and experience.

If you have any questions or concernsoprio starting or in responding to the survey, please

feel free to email the Evaluation Team Leader, Lynellyn Lonprat@encompassworld.cogm

and evaluation specialisiel Rizzo, a#rizzo@encompassworld.corA public version of our

Evaluation findings will be available on the State Department web3ik@ank you, in advance,

for the MHPS work you do, your time, and participation.


mailto:llong@encompassworld.com
mailto:arizzo@encompassworld.com
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Permission

1. Before responding to the questions below, do you consent to participate in this survey? (By checking
wesSaQs Fff GSIY YSYOSNE 62N) Ay 3 pardcgafeinkhNI G2 02 Y

survey)

f Yes
T No

LT a,Sa¢ 32 (2 vwm

LT ab2é 3J2 (G2 a9yR 2F { dNBSe¢

Demographic and MHPSS Profile

This section contains general questions about you, your organization, and timeline of your
PRMfunded MHPSS programming. Yoesponses will be combined with those of other
organizations for general background on MHPSS programming. We will not use these data to

identify particular programs or individuals.

2. [Choose one] Please select the country in which your organization hasnmapted PRM
funded MHPSS programming over the last three years that you are most familiar with. If you
have worked on programming in multiple countries, please coordinate with other members
of your team to determine who is responding on behalf of whichntigu Please answer the
remaining questions in this survey about the programming in that specific country. Note:
C2NJ 0KS LidzN1}RasS 2F (KAA & doNBSRSREF ALBNPATININGS OASZ

funding from PRM, regardless of whether or not theresvedher donor support.

Afghanistan
Bangladesh
Brazil
Cameroon

Chad

= =/ =4 -—a A
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Colombia
Democratic Republic of Congo
Egypt
Ethiopia

Iraq

Jordan
Kenya
Malaysia
Mauritania
Nigeria
Pakistan
Peru

South Africa
South Sudan
Tanzania
Thailand
Turkey
Uganda
Venezuela

Other (please specify)

= = =4 -4 -—a -4 -4 -2 -5 -5 -5 -4 -4 -4 -2 -5 -5 -5 -5 -2 -2

Prefer not to say
LT LINUGAOALIYGH &aStSoOta Gt NBFSNI y2G G2 alre¢g 32

3. [Choose one] In which year did your organization begin its MHPSS humanitarian

programming in the country you indicated

1 2017
1 2018
1 2019



= =2 =4 -—a A
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2020

2021

Before 2017 (Please specify)
52yQi0 1y26

Prefer not to say

4. [Choose Multiple] Has your organization received MH&#&Sific funding for your

humanitarian work in your country from donors other than PRM? Chadsthat apply.

= = =4 -4 -4 -—a -2 -2

L ¥

to Q5.

International Organizations (e.g., UNICEF, WHO, UNHCR, IOM, ICRC)
The Government/National Ministry of Health)

Private Sector/Donors

Bilateral Government Organizations (e.g., USAID, FCDO, GIZ, CIDA, etc.)
Other (Please specify)

My organization only receives MHPSS funding from PRM in my country.
52y Qi 1y26

Prefer not to Say

A 2 4 oA

GKS LI NGAOALI YyG &St SOGSR lyé 2F (KS R2y2NA

5. [Choose one] Who is currently your organfeeég y Q& € I NH S & tspeBif yugddg F 2 NJ a

in your country?

PRM

International Organizations (e.g., UNICEF, WHO, UNHCR, I0OM, ICRC)
The Government/National Ministry of Health)

Private Sector/Donors

Bilateral Government Organizations (e.g., USAID, FCDO, GIZ, CIDA, etc.)
Other (Please specify)
52y Qi 1y26
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91 Prefer not to Say

6. [Choose multiple] With which populations has your organization worked on-RiRdt&d

MHPSS funding in your coup® Choose all that apply.

Refugees in camps

Refugees outside of camps
Internally displaced persons (IDPS)
Stateless people

Returnees

Asylum Seekers

Migrants

Local communities

Other (please specify)

52y Q0 1y26

= = =4 -4 -4 a4 a4 -2 -5 -5 -9

Prefer not to say

7. [Text box] What is your beststimate of the MHPS&lated caseload (i.e., the total number
of direct beneficiaries of your MHPSS programming, including both intensive and non
intensive services across all levels of the IASC pyramid) in your current (or most recent)
PRMfunded projec? Note: If multiple donors funded a single project, including PRM,
please share the total caseload. There is no need to disaggregate by donor. If you do not
1y26 0GKS FyasgSNE gNAGS a52yQi 1y26de LT @2dz
Gt NETFE@NEYV 2D

M Last week?

1 Average monthly?

91 Highest year, to date?

8. [Text box] What is your best estimate of the number of people in your organization who

currently work directly (employed or volunteer) on MHPSS progriainysur country,
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regardless of whether their role is funded by PRM? Please include staff members who

provide administrative, monitoring and evaluation, or other background support to these
LINEINF Yad LF &2dz R2 y20 1Y 2 6uwouk preféryicitg SNE & NA
ale GKS FyagSNE oNAGS Gt NBFSNI y2aG (G2 al e&@oé |

9. [Text box] Of these people, what is your best estimate of the number of people in your
organization who currently work directly (employed or volunteer)MHPSS programs in
your country whose work is partially or fully funded by PRM? Please include staff members
who provide administrative, monitoring and evaluation, or other background support to
GKSaS LINPINI Yad LT @2dz RIYYPDIDE] LTS KA 512 YA 4
y2i G2 alreé GKS FyagSNE oNARGS Gt NEBFSNI y2a G2

Questions to Guide State/ PRMO6s Fut i
Programming

MHPSS Service§ 2YS al t {{ LINRBINI Ya [-INB2KF0S SNBFHSRAE &
that the program only implements MHPSS related activities. Other MHPSS programs are
WAYGSAINI 0SRQZ YSIFyAy3a GKIFG RSt AQGSN@ioraT GKS al

activities.

10.[Grid, Chose one] Please indicate whether your organization has provided the MHPSS
services listed below in your country using PRiMding and, if so, whether the service has
been standalone or integrated through a sector program? BEwe purpose of this question,
GAYGSANI GSReé aASNWAOSAE INB (K2aS 6KSNE ye 27

Referrals to the MHPSS services are made through the particular sector
Sector staff are trained in MHPSS and provide those services

Services are dectly located within the particular sector

= =| =4 =

Services are administered in that sector
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2 ¥ 20yKS\éa  AljSIXSZAIO 2% TA yoGif GdzR/AR  LINE

involve other sectors at all as well as those which are parallel and/or reinforce the work of

sectors but do not involve direct engagement from the other sector and reexesseveral

sectors and programs.

Table 9: Provision of MHPSS services

My organization
offers this service .
has integrated
as a stanealone . ) .
this service with

service ONLY in my
other sectors
country

My organization
Type of
Service/lntervention

Advocacy and/or
Awareness (e.g., IEC
and Mental Health
Commemoration Days)

Training and/or
Capacity Building for
Community/Traditional
/ Religious Leaders

Training and/or
Capacity Building for
€2dzNJ bDh Qa
Providers (e.g.,
teachers, nutritionists,
WASH, etc.)

Training and/or
Capacity Building for
other NGO/CBO Servic
Providers

Trainingand/or

Capacity Building for
Primary Health Care,
private and/or public
health care workers

My
organization
does not offer
this service in
my country

52y Q Prefer not
know to say
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My organization o My
ffers this service My organization organization

0

Type of has integrated 52y Q Prefer not
P i ) as a stanealone ) g ] does not offer y

Service/lntervention . . this service with . . know to say

service ONLY in my this service in

other sectors

country my country

Training and

supervision for
Community PSS
workers

Social cohesion
activities between
IDP/refugees and host
communities

Individual MH (mental
health) counseling

Group MH (mental
health) counseling

Individual PSS (psycho
social support)

Group PSS (psycho
social support)

Peerled MHPSS
activities

Staff counseling and
support

Safe Spaces

Referrals to other
service providers
(NGOs,
public/government or
private)

Vouchers/cash support
for MHPSS services

Research
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My organization o M
y org My organization y

offers this service . organization
Type of has integrated 52y Q Prefer not
yp ) ) as a stanealone ) g ] does not offer y
Service/lntervention . . this service with . . know to say
service ONLY in my this service in
other sectors
country my country

Other (please specify)

In question 11, only ask respondents about services oA OK (1 KSe& Ay RAOFGSR alL

If no sectors selected for integrated, go to Q12.

11.[Grid, choose multiple] Please indicate in which sectors your program integrates the

services you identified above. Please choose all that apply.
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Table 10: Sector integration of services

Type of 52y Q| Prefer not
yp . . Protection Education WASH Livelihoods Health Nutrition GBV Other y
Service/lntervention know to say

Advocacy and/or
Awareness (e.g., IEC
and Mental Health
Commemoration Days)

Training and/or
Capacity Building for
Community/Traditional
/ Religious Leaders

Training and/or
Capacity Building for
€2dzNJ bDh Qa
Providers (e.g.,
teachers, nutritionists,
WASH, etc.)

Training and/or
Capacity Building for
other NGO/CBO Servic
Providers

Training and/or
Capacity Building for
Primary Health Care,
private and/or public
health care workers



Pagel62of 281

Type_ of . Protection Education WASH Livelihoods Health Nutrition GBV Other 52y Q Prefernot
Service/lntervention know to say
Training and

supervision for
Community PSS
workers

Social cohesion
activities between
IDP/refugees and host
communities

Individual MH (mental
health) counseling

Group MH (mental
health) counseling

Individual PSS (psycho
social support)

Group PSS (psycho
social support)

Peerled MHPSS
activities

Staff counseling and
support

Safe Spaces
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Type of 52y Q| Prefer not
yp . . Protection Education WASH Livelihoods Health Nutrition GBvV Other y
Service/lntervention know to say

Referrals to other
service providers
(NGOs,
public/government or
private)

Vouchers/cash support
for MHPSS services

Research

Other (response
repeated from above)
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Please specify any other sectors in which your organizatitgrates these MHPSS services.

12.[Matrix, choose one] For each of the therapies listed below, please indicate whether this

therapy has been used for individuals, groups, or both in PRM funded programming in your

country. For many of these therapies, theaee both manualized/standardized

interventions used by many organizations and 1steindardized, but similar, approaches

used by individual organizations. For the purposes of this question, it does not matter

whether your organization uses a standardizedostom approach to the therapy.

Commonly known, manualized versions of some therapies have been included for reference

only.

Table 11: Use of therapy/tools in PRM funded programming

Individual =~ Group

Therapy/Tool
ONLY ONLY

Psychological First
Aid (PFA)

Problem
Management
(PM+)

Self Care/Self Help
(SH+)

Interpersonal
Therapy (IPT)

Peerto-Peer
(Peer+)

Integrated Adapt
Therapy (IAT)

Communitybased
Sociotherapy
(CBST)

BOTH
individual
and group

My organization has not

offered this therapy in 53 val Prefer
PRM funded yad not to

L know
programming in my say
country



Individual

Therapy/Tool
Py ONLY

Early Adolescent
Skills for Emotions
(EASE)

Thinking Healthy

Common Elements
Treatment
Approach (CETA)

Eye Movement
Desentization and
Reprocessing
(EMDR)

Dialectical
Behavioral Therapy
(DBT)

Cognitive
Behavioral Therapy
(CBT)

mhGAP

Other (please
specify)

Group
ONLY

BOTH
individual
and group

My organization has not

offered this therapy in

PRM funded

programming in my

country

Pagel65o0f 281

Prefer
52y Q

not to
know

say

In questions 13 and 14, only agspondents about therapies for which they indicated

GLYRAGARdZ £ 2§

& DNR dzLJ

2NJ a.

20KE

NSaLlyaSa

13.[Matrix, choose multiple] Please indicate to which populations your organization has

offered the therapies listed below in PRMnded MHPSS programmingyiour country.

Choose all that apply.

02
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Refugees in camps

Refugees outside of camps
Internally displaced persons (IDPSs)
Stateless people

Returnees

Asylum Seekers

Migrants

Local communities

Other (please specify)

52yQ0 1y256

= =/ =4 -4 A4 -4 -8 -8 -5 -2 -2

Prefer not to say

Table 12: Populationswho have been offered listed therapies

Populations listed
Therapy/Tool above (each in its
own column)

Other (specify s52yQl | Prefer not to
below) say

Psychological First Aid (PFA)
Problem Management (PM+)
Self Help (SH+)

Interpersonal Therapy (IPT)
Peerto-Peer (Peer+)
Integrated Adapt Therapy (IAT)

Communitybased Sociotherapy
(CBST)

Early Adolescent Skills for
Emotions (EASE)

ThinkingHealthy

Common Elements Treatment
Approach (CETA)



Pagel67of 281

Populations listed
Therapy/Tool above (each in its
own column)

Other (specify 52 vai Prefer not to
below) yau 1 say

Eye Movement Desentization
and Reprocessing (EMDR)

Dialectical Behavioral Therapy
(DBT)

Cognitive Behavioral Therapy
(CBT)

mhGAP

Other (response repeated from
above)

Please specify any other populations to which your organization offers with these therapies

14.[Matrix, choose multiple] Please indicate for which MHPSS health concerns your
organization has offered the therapies listed below in PRRNled MHPSS programmingj i

your country. Choose all that apply.

Anxiety disorder

Depression

Suicide ldeation

PostTraumatic Stress Disorder (PTSD)
Dementia

Substance Abuse

Other (please specify)

52yQi0 1y26

= =/ =4 -4 a4 -—a -5 -5 -9

Prefer not to say



Table 13: Concerns for which theraps have been offered

Concerns listed
Therapy/Tool above (each in its
own column)

Other (specify
below)

Psychological First Aid (PFA)
Problem Management (PM+)
Self Help (SH+)

Interpersonal Therapy (IPT)
Peerto-Peer (Peer+)
Integrated Adapt Therapy (IAT

Communitybased
Sociotherapy (CBST)

Early Adolescent Skills for
Emotions (EASE)

Thinking Healthy

Common Elements Treatment
Approach (CETA)

Eye MovemenDesentization
and Reprocessing (EMDR)

Dialectical Behavioral Therapy
(DBT)

Cognitive Behavioral Therapy
(CBT)

mhGAP

Other (response repeated fron
above)

52y Qi

1)

Pagel68of 281

Prefer not to
say
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Please specify any other MHPSS health concerns thatoyganization addresses with these

therapies

15.[Grid, chose one] How frequently has your organization's P&Rided MHPSS programming

addressed the following MHPSS clinical disorders in your country across all populations? For

the purpose of this question, adelssing these disorders does not require a diagnosis or

formal treatment, but rather any programming that responds to these concerns or provides

referrals.

Table 14: Frequency of disorders addressed

MHPSS Clinical Disorde Never

Anxiety Disorder
Depression
Grief

Suicide Ideation
Suicide Attempt
Bipolar Disorder
Schizophrenia
Trauma

PTSD

Epilepsy
Dementia
Alcohol addiction
Drug addiction

Mental disorders in
children

Iy & dzNJ k Prefer not to
know say

Someimes Often
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!y & dzNB k Prefer not to

MHPSS Clinical Disorde Never Someimes Often
know say

Other (please specify)

16.[Grid, chose one] How frequently has your organization's P&Rided MHPSS programming

addressed the following MHPSS health concerns in gountry across all populations?

Table 15: Frequency of health concerns addressed

Unsure/ Prefer not to

MHPSS Health Concerns Never Sometimes Often . (
52y Ql say

Intimate partner violence
(IPV) survivor support need

Sexual and genddvased
violence §/GBY survivor
support need

LGBTI+ support needs

Disability support needs

Torture survivor support
needs

Other (please specify)

17.[Grid, chose multiple] What methods has yarganization used in PRMinded MHPSS
programming in your country to consult beneficiaries to integrate their perspectives into

MHPSS programming? Check all that apply.
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Table 16: Consultation methods used

During My organization does 52y Qi | Prefer not
COVID not use this method know to say

Instrument Pre-COVID

MEAL Surveys and
Interviews

Suggestion Boxes
Hotlines

Facebook Groups
Online Platforms

Local Community
wSLINSaSyidl
Meetings

WhatsApp

Other (please specify)

18.[Grid, chose one] In the list below, please indicate the extent to which your MHPSS

programming shifted resources and attention to address these issues during the pandemic?

Table 17: Extent of shift in programming resources and attentida address issues during the pandemic

N/A: not N Prefernot 52y C
Issue _ Not at all Moderately Significantly y
applicable to say know

COVID Deaths

Longterm COVID
(health impacts)

Inability to grieve or
mourn deaths with
public ceremonies
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N/A: not . Prefernot 52y C
Issue ) Not at all Moderately Significantly y
applicable to say know

Lack of access to, or
insufficient, COVID
vaccines

Less access with over
burdened medical
services

Loss of Livelihoods
(employment or
business)

Loss of housing or
shelter

Increased in suicidal
ideation/attempts/com
pleted suicides

Lack of Access to
Educational Services

Insufficient Food
Supplies and deliveries

Insufficient water and
sanitation services
(WASH)

Increase in Substance
Abuse

Increase in Intimate
Partner Violence

Increase ir6/GBV
incidents

Increase in trafficking
and/or smuggling of
persons



Pagel73of 281

N/A: not . Prefernot 52y C
Issue ) Not at all Moderately Significantly y
applicable to say know

Lack of access to
persons without
internet (Digital Divide)

Increase in
refoulements

Increased
refugee/migrant
waiting and processing
times

Increased tensions
and/or conflict with
national governments
and local populations

Increased tensions
and/or conflict with
national governments
and local populations

Other (please specify)

19.[Choose one] Considering the ledtove, did your MHPSS caseload during the pandemic?

Increase

Remained the same
Decrease

Not applicable

52y Qi 1y26

= =2 =2 4 - -

Prefer not to say

A ¥ 4 oA
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Q21. All other responseg®m to Q22.
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20.[Text box] By what percentage do you estimate the caseload increased? If you do not know
GKS IyagSNE oNRGS a52yQil (y2é6dé LT e&2dz ¢2dA
y2i G2 alede Yyuwyuwwwwywyyyyyyyyyyyyyyyy

Go to Q38.

21.[Text box] By Wat percentage do you estimate the caseload decreased? If you do not know
0KS yagSNE oNRGS a52yQil (y2é6dé LT e&2dz ¢2dA
y2d G2 aledéd Yooy yupueyeuyuppuyyeypyy

22.[Choose multiple] Which of the following issues ditHRES staff in your country and NGO

experience as a result of COVID? Check all that apply.

Loss of employment

Salary cutbacks

Increased work and caseloads

Staff member had COVID

Staff member had to care for family member/friend who contracted COVID

Famly member deaths

1

1

1

1

1

1

1 Staff deaths
1 Increased need for online supervision

1 Secondary Trauma/Increased Mental Health Needs
1 Burnout

9 Other (please specify)

1 52yQi0 1y2#9

1

Prefer not to say

23.[Choose multiple] What interventions did your organization makeddrass MHPSS staff

needs during COVID? Choose all that apply.

 Moved to 100% remote work

1 Moved to partial remote work
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Provided extra training to staff to address pandemic issues
Provided free vaccinations and/or protective equipment
Providedcounselling to staff

Maintained salaries and hours to maintain staff employment
Implemented COVID related sick leave benefits
Implemented or increased sick leave benefits generally
Other (please specify)

52y Qi 1y26

= =4 =4 4 -4 a4 -2 -2 -9

Prefer not to say

24.[Comment boxWhat approaches has your organization taken to strengthen the MHPSS

response system as a result of the COWpandemic?

25.[Multiple textboxes] Please list up to five indicators from the MEAL plan for your
2NHBI yYAT I fukddd/MHPSStpregramming in yawuntry that you feel best capture
your MHPSS programming?

o ®

o

End of survey

Thank you very much for your time arebponses to these questions.
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Beneficiary i Focus Group Discussion Guide

This group discussion covers
1 Situation assessment of key mental health challenges in their communities
1 Identification of existing resources that they access
1 Pathways andtrategies used to make their requirements known

1 SWOT analysis of those resources in light of challenges (individually, in pairs, or groups

as preferred)
1 Changes and recommendations for improving services and support
1 Impact of COVID on their work andaptations made

1 Recommendations to address the new mental health realities in light of GO8/ébd

other changes

Note: Do NOT ask about participants personal traumas/mental health situation. Focus only on

their experience with the program and its impgdtany)

Instructions prior to the interview

Thank you all for agreeing to participate in this group interview. During this discussion, we

g2dAd R fA1S (2 RA&AOdzaa @&2dz2NJ OASga 2y wLhkbDh8Q
(MHPSS) programs.

1. What about he mental health and psychosocial support services you have received from
[IO/NGO] do you feel responded well to your needs? In other words, what were the
LINEAINF YQa 1S@& aiNBy3aakak

Probe: any changes in the programs strengths due to the COO/andemic?
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2. What about the services you have received from [IO/NGO] do you feel did not meet your

needs?
Probe: any challenges related to access to the program?
Probe: how challenges changed due to the C&¥Ipandemic?

3. Looking at these points you have listed,atlabout the program could be changed in order

to better meet your needs?
4. What mechanisms [IO/NGO] use to get feedback about the program from people like you?
Probe: how those mechanisms changed due to the GO%/Handemic?

5. What changes to the prograio you think happened because of feedback that [IO/NGO]

received from people like you?

6. Other than this program, how do people in your community address mental health

challenges and concerns?

Probe: Who do you turn to for advice on mental health isgysgent, imam, traditional

healer, public health care, etc.?
Probe: for any changes due to the COWpandemic?

7. Thank you again for all your contributions in these activities. To finish our conversation, |
want to ask if there is anything else you woukelto tell us about your experience with the
mental health and psychosocial support services progr@®m¥you have any other

recommendations?

Beneficiary 1 Individual Interview

Key areas of inquiry for this stakeholder group

1 Perspective otisefulness of support received



Pagel78of 281

1 Influence that the support has held on their day to day lives

=

Perspective on ability to provide feedback on program support

=

Perspective on adjustments to programs given feedback
1 Perspective on ongoing relevance of programegi€OVID
In addition, depending on the beneficiary, the team will inquire about:
1 The MHPSS needs in the given community (age group, social network, etc.)
1 Determine who helps. Who are considered the MHPSS experts
1 Characterize the services and access
1 Identify if there has been a digital divide and if so, how it has been addressed

1 Obtain recommendations for better programming to address their MHPSS needs

Note: Do NOT ask about participants personal traumas/mental health situation. Focus only on

their experiene with the program and its impact (if any)

1. What did you most appreciate about the mental health and psychosocial support services

you received from [IO/NGO]?

Probe: Why did you appreciate this? How did it help you?
2. To what extent do you feel younere able to fully participate in the program?

Probe : Appropriate timing of program, accessibly of location, barriers to MHPSS services
3. What about the [IO/NGO] program could change?

4. Other than this program, how do people in your community address nidmwalth

challenges and concerns?
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Probe: Who do you turn to for advice on mental health isgysggent, imam, traditional

healer, public health care, etc.
. How can you provide feedback on the services you received?
Probe: Who they provide feedback tadshow they have been able to give feedback

. How has your feedback been heard? What, if any, changes has it made to the programs in

which you participate?
. COVID: Tell me about your experiences with the program during the CI9\fi@nhdemic?

Probe: theirexperience receiving online support. What feedback they have on online

support

. Is there anything else you would like to tell us about your experience with the progfam?

you have any other recommendations?
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NGO Programs (Onsite)i Individual Interview Guide

Key areas of inquiry for this stakeholder
91 Describe the current context and how they deliver MHPSS services
1 Profile the training, ID of needs, and M&E MHPSS data obtained
1 Characterize referral pathways and strategies
1 Describe beneficiary/ant input and feedback and examples
1 Determine the impact of COVID on their work and adaptations made

9 Obtain their recommendations to address new MHPSS realities

1. Could you describe what needs MHPSS activities are addressing in your program, who you

are serwng, and what some of their needs are?
Probe: Besides your programming, what other MHPSS support do your beneficiaries have?
Probe: Medical service providers vs. moadical service providers?

2. How do you identify and support individual and community M&R&8eds?

3. How do you make referrals, to where and to whom?

4. How do you track the performance of your MHPSS programming? How do you gather data

and how is it used?
5. Do you keep any cost estimates on the cost of MHPSS work within your other programs?

6. What wouldbe the role and/or benefits of standalone MHPSS programming? What are the

benefits of crossectoral integration?
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7.12¢6 R2 @&2dz 2001/ AYy AYRAGARdIZ f | yR RAFTFSNByl =
communities you serve? Do you have an example of how'ddA @A Rdzr f Q& LIS NE& LIS C

feedback changed your work?
8. How did COVIRY9 affect the MHPSS needs of the people and communities you serve?

Probe: For those programs that pivoted to online, were there issues of a digital divide and if

so, amongst whom anddw was the digital divide addressed? Changes in the strategy?

9. What were some of the emerging MHPSS needs and demands and how are you adapting

your program to meet these new needs and demands?
10. What will be the future place and role of MHPSS programmingun work?

11.What recommendations do you have to improve MHPSS programs and services in the

future?
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UNICEFT Individual Interview Guide

Key areas of inquiry for this stakeholder:

1 Identify NGOs/CBOs that the 10s support for MHPSS, which provide integrated,

standalone services, and/or both?
f 5SGSNNVAYS K2¢ | 4adNF yOSa 2F G452 b2 | FNYE |

91 Profile how the I0s and their implementing partners access and respongeuosdi

groups within given populations

1 Analyze the effectiveness, cressltural relevance and/or adaptations, and scalability of

different therapeutic interventions
91 Specify kinds of training and human resources needed
91 Describe localization strategiesétheir human resource and cost implications
1 Identify DALY calculations in conflict settings

1 Determine if MHPSS expenditures are disaggregated of MHPSS (does it happen) and
M&E indicators

1 Assess the relevance of the WHO MSP M&E five priority outcormeiefee of data

gathered and measured)
1 Describe the role of the MSP in HCR programming

1 Analyze the specific MHPSS components and programming across the four levels of the

pyramid that have been scaled and/or have potential for scalability

1 Characterize thempact of diminished humanitarian assistance on MHPSS programs and

outcomes and changed modalities
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91 Ask for any panel data on MHPS/&e and post COVID

1 Determine whether and how the digital divide was/was not addressed and lessons going

forward

1 Identify referral pathways to PHCs, uptake and whether nationalization is working/can

work in the current time

1 Find out what the team needs to see and investigate in Turkey and Bangladesh and with

WHO/UNICEF how best to follow up on the MSP trials

What are somef the impressive NGOs (international and local) that you support with your
PRM funding [or in the case of WHO and ICRC, who do they think is innovating MHPSS on

the ground]?
Probe: Which provide standalone and which provide integrated services?

Probe:What are some of the programming gaps that you were able to address with the
PRM MHPSS support? What gaps remain?

Do you have any concerns about harmful practices in those you support and how do you

I & & dzZNB & R 2 ong' & ine six tohadprinciples of MHPSS support?

How do you and your implementing partners reach diverse groups within a given

population and respad to their needs and concerns (AAP question)?
Probe: Are there any examples of where their input changed an operation?

We have seen a mouweward a localization strategy in supporting NGO MHPSS
programming and especially during COVID. Is this hapgemith your own programming

and if so, how is it working?

Probe: Is it generally cost effective and if so, why?
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Probe: What are some of the benefits as well as risks?

5. Our initial findings suggest that funds and human resources for MHPSS are lindted an
generally spread across several sectors. With cutbacks in humanitarian funding, what
changes and adaptations have you made to ensure that gestoral programs can

continue to provide MHPSS services and referrals?

6. What kinds of MHPSS training do ymwvide to other sector providers and/or for MHPSS

staff? What kinds of training should be followed up and/or scaled up further?

7. To what extent are MHPSS expenditures disaggregated in your programming? Assuming
some tracking, are you able to derive asgsts/beneficiary data for different interventions

and if so, which have proven most effective?

8. Which M&E indicators do you use to track your MHPSS programming and are they
disaggregated within sectoral programs? To what extent do they address thersix co
common principles (human rights and equality, participation, do no harm, building on

available resource capacity, integrated support systems, and tayiired support)?
Probe: How is your monitoring done and feedback integrated?

9. Can you describe hotthe Minimum Service Package is being trialed and rolled out in the
eight countries and what has been learned so far? How could the MSP affect the quality,
effectiveness, and relevance of MHPSS programming? What are some of the expected

immediate improvenents?

10. For those programs that pivoted to online, were there issues of a digital divide and if so,

amongst whom and how was the digital divide addressed? Changes in the strategy?

11.Given recent cutbacks in humanitarian funding, what were the most signif@daptations
made to continue MHPSS services during COVID? What might you continue doing based on

those experiences ahead?
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12.Which MHPSS activities/interventions across the four levels of the pyramid have been the
most successful and why? What is theatential for scalability? What are the challenges
and lessons learned? What recommendations would you have for the donor community to

optimize their MHPSS funding strategies?

13.Could you give us your advice on who to meet and your MHPSS work to seeaduring
fieldwork in [country] in late February/March? What should we know about your programs

there? Any reports we should read first?
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WHOI Individual Interview Guide

Key areas of inquiry for this stakeholder:
T 5SGSNNVAYS K2g I aaddNFey OSNSE 2F0 5y SR | YR OGS NJ

1 Profile how the I0s and their implementing partners access and respond to diverse

groups within given populations

1 Analyze the effectiveness, cressltural relevance and/or adaptations, and scalability of

different thergpeutic interventions

1 Specify kinds of training and human resources needed [ICRC example should be

probed]
91 Describe localization strategies and their human resource and cost implications
1 Identify DALY calculations in conflict settings [mainly WHO]

i Assess the relevance of the WHO MSP M&E five priority outcomes (evidence of data

gathered and measured)
91 Describe the uptake on the Minimum MSP and piloting in the eight countries to date

1 Analyze the specific MHPSS components and programming acrdssitievels of the

pyramid that have been scaled and/or have potential for scalability

1 Characterize the impact of diminished humanitarian assistance on MHPSS programs and

outcomes and changed modalities
91 Ask for any panel data on MHPSfre and post C@ID

1 Determine whether and how the digital divide was/was not addressed and lessons going

forward



=
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1 Identify referral pathways to PHCs, uptake and whether nationalization is working/can

work in the current time

1 Find out what the team needs to see andestigate in Turkey and Bangladesh and with

WHO/UNICEF how best to follow up on the MSP trials

| 26 R2 @&2dz | &a daidof heRsk coyeiinciplds dfMIAPSS suppant

your work?

How do you incorporate the perspectives of diverse groupkiwia given population and
respond to their needs and concern&trategies and modes of communication and uptake?

Any examples of where their input changed your assumptions or strategies?

We have seen a moveward a localization strategy and especiallyrshg COVID? What are
your thoughts on this approach and how is it working? Is it generally cost effective and if so,

why? What are some of the benefits as well as risks?

Our initial findings suggest that funds and human resources for MHPSS are limdted a
generally spread across several sectdfdith cutbacks in humanitarian funding, what

changes and adaptations have you made to your work and the MSP?

How has this affected participation on the IASC and how does that participation take

place?

What kinds of MHPSS training should be provided to other sector providers and/or for
MHPSS staff®hat kinds of training should be followed up and/or scaled up further?

Are you able to derive any costs/beneficiary data for different interventions and if schwhi

have proven most effective?

Which M&E indicators address the six core common principles (human rights and equality,
participation, do no harm, building on available resource capacity, integrated support

systems, and muHiayered support)?What has ken the uptake?
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9. Can you describe how the Minimum Service Package is being trialed and rolled out in the
eight countries and what has been learned so f&tGw could the MSP affect the quality,
effectiveness, and relevance of MHPSS programmiMjat are sme of the expected

immediate improvements?

10. Have there been any changes in strategy in the MSP that reflect issues of a digital divide and

if so, amongst whom and how was the digital divide addressed? Changes in the strategy?

11.Given recent cutbacks in humigarian funding, what were the most significant adaptations

made to continue MHPSS services during COVID and its impact on the MSP?

12.Which MHPSS activities/interventions across the four levels of the pyramid have the most
potential for scalability? Whatra the challenges and lessons learnedhat
recommendations would you have for the donor community to optimize their MHPSS

funding strategies?
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Fundersi Individual Interview Guide

Key areas of inquiry for this stakeholder

=

Perspective on alignment of pgram to those most in need

Perspective on extent to which the program aligned with international good practices

Perspective on integration of MHPSS program into other sector implementations

Perspective on contribution

Perspective on impact @OVIBEL9 and ability of programming to adjust

Perspective on integration of MHPSS strategy and broader health strategy

Perspective on extent to which the current strategy provides a foundation for the future

Perspective on needed changes/updates to thatgy to better guide PRM

policy/funding decisions

In addition, depending on who is being interviewed, data collectors might touch on:

Characterizes coordination and collaboration across agencies

Profile the NGOs and |Os they are supporting and how theg wleosen

Determine where MHPSS sits in their humanitarian programming and strategies

Elicit some examples of best practices and lessons learned

Alignment of MHPSS funding and human resources give implementation program

Earn about the role of USG and ditfaet agencies on the IASC

1. Overall, what do you feel are the most critical needs that MHPSS programs should address?
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2. Which of the groups that you work with do you feel are most need of MHPSS Programing?

How do you meet their needs?

Probe: What populationsdd @ 2dz O2yYaARSNI aY2ald Ay YSSRéEK 08
LGBTQI, PwDs) What programming is available to them?

3. What is your assessment of how agencies are coordinating and collaborating on MHPSS

programming?

4. Tell me about the integration of MHPSS pragsathat you are funding with other sectoral

programs.

Probe: Sectors that have proven especially relevant/Sectors that have not been as

relevant/what has worked especially well/what better looks like.

5. We know that some programs are implemented as staowlprograms. Thinking back on
your experience with this program, when and how does this strategy work well? Is there a

role for standalone programming moving forward?

6. What resources are needed for MHPSS programming moving forward? What are the most

effective ways to leverage these resources?
7. How did COVIR9 change your MHPSS programming?

8. How should the current MHPSS strategy be adjusted to make a greater contribution given

continued issues with COVID, or to ensure relevance in another pandemic?
9. Whatstrategies inform your funding decisions?
Probe: knowledge of MHPSS strategy and use in decisions.

10. What are the most important lessons you have learned that could be used to adjust MHPSS

strategy going forward?
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11.1s there anything else you would like to add about your experiences with the MHPSS

programming or any further recommendations?

12.Do you have any thoughts for us or recommendations for our evaluation?
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Annex 6. Desk Review Findings

This desk review was camcted as part oéarly evaluation inception activities and was included

in the inception report.

Purpose

The purpose of the desk reviewiisz2 NX JASg | yR OKIF NI OGSNAT S twaQ

expected outcomes arto:

1. Derive an understanding of the fowvaluation questions from the perspective of

different stakeholders
2. Provide observations and findings that may be validated in subsequent data collection
3. Inform data collection tools for an online survey and field investigations in two countries

4. Identify country field sites for data collection

Methodology

The desk review methodology consisted of initial consultations with 10 stakehplders
identification of key 10 documents from 2018 to the present related to R&ided

programming, and a review tfie NGO/CBO proposals and reports.

Online Consultations

To understand how the PRRnded programss SNX A YL SYSYGSR | yR twaQa
programming for MHPSS, tlesaluationteam consultedwith key senior MHPSS advisors from

four of five Ds(IOM, UNH®, UNICERndWHO) and the fourNGOs (CVT, IMBAIS, and?

22The ICRC Senior MHPSS Advisor had only recently assumed her post so that consultation will be held later.
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JR¥ In addition to the eight consultations, avaluation team member also met with an IOM
Manager in Bangladesh (as a potential field site) and B2 & wSFdzZ3SS / 22 NRA Y| |

Geneva to organize thepcominginterviews with the 10s.

During the consultations, the 10s and NGOs advised on the reseectpecific relevance and
interpretation of each evaluation question in relation to their programming, and potential field
site selection. They also provided critical documents for the desk review. Following each
interview, the evaluation team summarizéite main points of the consultation in an email to

the participants for confirmation. PRM was copied on this communication and the evaluation
team forwarded any documents received from the consultation to PRM as well. The evaluation
team authored briefinglocuments following the consultations for future key informant and

group interviews.

Desk review

The evaluation team revieweth5 NGO/CBdiles ofproposals and reports covering

PRM2@lobal MHPSS programming from 2018 to the present. Thepdetfram files included

proposals and reports coverirgp countries,145 NGOs/CBQand two 10s (I0OM and

UNICEPER ¢ KS !'bL/9C FTAEtSa 6SNB Gg2 | LILISIftad ¢KS
report. The proposals from 203gresent, provided by PRM, allowed the Evaluation Team to

OKI NI OGSNAT S twaQd AYyGSYRSR LINRPANI YYAYyTId ¢KS
published UNHCR, I0OM, ICRC, UNICEF, and WHO reports, covering their MHPSS pigopgrammin
during this period allowed the Evaluation Team to address preliminary reported outcomes (and

any impact) relevant to the four evaluation questions.

During the consultations, the UNHCR, WHO, and IOM M&iR&®rs shared their most recent

findings and reprting, which was then included in the following analysis. This desk

23 Kurdistan Save the Children is treated as a sepax@® becausthe national organizations function
independently.
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NEJASGKAYOSLIGAZ2Y NBLRNI F20dzaSa 2y OKI NI OGSNR
outlined in the proposals by the evaluation questions. It also provides observations and findings

from the NGO and 10 reporting to be validated further during data collection.

Exhibit 3: Number of new cooperative agreements awarded per year

Total Grants MGOs/CBOs Countries

50

40

i 30
£

Z 0

10

o

2017 2018 2019 2020 2021

As shown irExhibit3, the number of new cooperative agreements awarded varied by year,
with 2018 being the peak yeaFhese numbers only capture the first year that the cooperative
agreement was awarded.he numler of agreements being implemented in any given year was
higher, particularly as PRM provided an increasing number of iyedir awards. The number of
cooperative agreements in 2017 was also higher because the evaluation team only reviewed
two 2017 proposks that extended through 2018. Because of the my#aragreements, the
number of new agreements each year does not correspond to the expenditure level for that

year, but rather, serves as an indicator of new activity.

From the data provided, the threeoantries with the most MHPSS NGO/CBO programs in this
portfolio review were: Jordan (22), Turkey (21), and Thailand (19). All three countries have
diverse groups of PoCs from protracted and chronic emergencies. From the same data, the five
NGOs that recead the most cooperative agreements for MHPSS interventions were: IMC, with
18 awards across seven countries; CVT, with 12 awards across four countries; JRS, with 11

awards across five countries; HIAS, with eight awaress six countries; and Internatein
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Rescue Committee (IRC) with eight awards across four countries. These NGOs, which work in

several countries, also received myear funding.

The evaluation team also reviewed program files and policies, operational guidelimes,
research reportauthored bylCRCIOM, UNHCR, UNICEF, and WHO from 2018 to the present.
In reviewing all documents, the evaluation team focused on humanitarian and emergency
operations that may have directly or indirectly benefited frétRM funding from 2018 onwards
and quesion guides for group and individual sewstructured interviews for subsequent

evaluation field research (to be provided prior to data collection launch).

Desk Review Findings across Evaluation Questions

DdZA RSR o6& aL!{/ Qa alt{{dNGOMNMHNSE poitfoldayben T 0~ t wa Q
characterized as supporting mufaceted and horizontally and vertically layered assistance

across all four pyramid levels, with most assistance focused on the first three tevels.

Throughits IO and NGO funding, PRM promoietegrating MHPSS interventionacross all

sectors (particularly health, protection, nutrition, education, and livelihoods) to provide basic

services and security. These MHPSS interventions are then targeted to developing community

and family support andgientially reach large numbers of PoCs.

twaQa LRNIF2fA2 Ffaz &adalR2NIa JGSNIAOFE LINRIN
and mental health services, representing the top two pyramid levels. Such targeted funding,

aimed at the 22 percent of s with acute needs, supports individualized counseling therapies,
ALISOAL f AT SR (NI dzY |l ¢ -tiiakinSabklsttadas SligoEder (PY$D) ©.4. ke T 2 NJ L.
Movement Desensitization and ProcessqiBMDR); PHC staff training; and MOH training and
capacty-building. Severastandalone and specialized, expeiriterventions includingresearch,

specialized mobile teams, clinical training, therapeutic support,sumervision, also address

MHPSS programming at the start of emergencies to respond proactudlyguickly to severe

grief, trauma, and distress.
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to respond to new and prolonged emergencies. This support has rangedafildnessing basic
needs, so service userselesafe and secure to organizing specialized care for individual service
users with mental healtlieonditionsthrough national health systems. PRMhded programs

build local capacity at several levels, from countering resistance and stigma around MHPSS to
training local health care providers and providing specialized psychological services. The
magnitude of this issue, particularly during the CO¥®pandemic, suggests that identifying
measures and ways to scale and sustain MHPSS services will be amqgwity. In

recognition of the time it may take to develop effective and sustained MHPSS support, PRM
also instituted a multiyear framework for providing funding and programming. Not

surprisingly, this decision was widely appreciated.

t waQa O2 HRSE gugpbrRthraugh sector and standalone programming prioritizes
cultural and local relevance, cost effectiveness, and integration into national health systems.
However, capacity, resources, and support from PHC clinics and health ministries also need to
be in place to ensure effective, sustained provision. Such integration into national health care
aegaiasSvya Aa 2yS 2F FAQS |w@panoa2SOGAQOSa 2F |

twaQa KSIfGK A0GNFGS3e NBO23yAl Sa (KB FUNHORRQ2M: |- €
45). Because of the complex health needs of those who are uprooted and living in war and conflict,
t waQa AYLIAOAG dzyRSNIeAy3a (GKS2NER 2F OKIy3aS Aa

Develop the knowledge and capacity across sectors and health systems so that all
humanitarian and emergency operations will be able to respond in a timely and sustainable

way to the growing MHPSS needs of PoCs.

Through training and support for local poptibns to provide PSS services and for primary and
national health care staff to provide specialized mental health services;®Rpbrted 10s and

NGOs are working to scale and sustain these services. MMRSS programming support for

QX
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G2 LINBAGAGRSY I AFFaSiA a il yOS IyR LINRGSOGA2Yy (2
Congressional Budget Justification FY 2022, 95).

Evaluation Question 1. Targeting and Best Practice

!-Evaluation QuestionTo what extent have PRI8Upported programs, both 10 and NGO,

1 contributed to meeting the MHPSS needs of refugees and IDPs?

PRMfunded interventions focus mostly on the first three layers of the IASC pyramid
(specialist servicesjon-specialized supports, and community and family supports).
Interventions predominantly address MHPSS community outreach and support, training and
capacity-building, individual and group counseling, and referral pathways and system

development.

Most PRMfunded IO and NGO/CBO programsovide mental health and/or

PSSnterventionsto address one or more of the first three layers of the IASC (2007) pyramid.
The interventions most cited in the NGO/CBO program proposals and documengare:
NGOs/CBOs providy MHPS8ommunity awareness campaigns, outreach, and
supportprograms;92 conducting trainingnd capacitybuilding;91 providing individual
counseling services and 89 providigigpup counseling services; aid developing

referral pathways and/or otheMHPSS system developmeént.

The 10s work across sectors and programs and support NGOs and CBOs to deliver MHPSS

services. Their MHPSS modalities, focus, and priorities, however, differ:

1 ICRGupports and trains first responders, including community leadezalth staff and
MHPSS professionats provide support to individuals and groups in situations of armed

conflict.

f IOMZ | & LJ NJiprodtionypkodded trdidiry (expert P8®bile teamsand

hubs in camps and host communities.

[a=tN
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1 UNHCHRprioritizes communitybased protection, training, referrals, and integration into

national health and primary health care systems for refugees.

f UNICENJ A&S&a | g NSySaa 2 partilkidistiessBypgdds famifidd T I Y A
and communities in developing systems to respond; and provides guidelines and tools

aimed at children, families, and other caregivers.

1 WHOprovides research, guidelines, and expedvice; identifiegaps in servicg and

documents effective programming strategies and interventions.

Most NGO/CBO programs, funded directly by PRM or indirectly through ICRC, IOM, and UNHCR,
KIS F R@201 0& YR gl NBSySaa OFYLIAIya (2 AyON
knowledge of mental health and to counter stigma. These campaigns may involve providing
information and training to PoCs, including community and religious leaders, traditional

healers, and representatives of identity and interest groups (e.g., women, sexugkeaddr

based violence$/GBY survivors, PwDs, youth, and/or LGBTIQ+ persons). Awareness

campaigns are also carried out through International Mental Health Day and other

commemoration events. NGOs and 10s funded since 2020 report that the €1Opdhdemd

Y& KIS AYyONBlFaSR LIS2LX SQa éAfttAydySaa G2 S
To respond effectively, staff and community volunteer MHPSS training is critical to having the
capacity to meet the increased demand. ICRC trains and supports first respamdeprovides

frontline, immediate MHPSS support and expertise in conflictiés most recent survey of 163

national International Federation of the Red Cross (IFRC) and ICRC sdatetieational Red

Cross Red Crescent Movement partn@4 percentreport providing MHPSS support, 81

percent report having one or more MHPSS focal points, and 70 percent report making referrals

0L/ w/ FTYR LCw/ X GaSydlrt 1 SIHfGK alGiGSNBRE HAHMEI
I NEAaOSyl az2@SYSyilQaity Kadzyrowy sighnilcar®ydzhd past two lyeladis O
6aAyO0S GKS f1ad adaNWSe Ay HamMpuv®d® LY HAHMI LCw
psychiatrists, and community health workers (ICRC and IFRC 2021). These professionals are also

supported ly MHPSS volunteers, including social workers, psychologists, psychiatrists, and
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community health workers (ICRC and IFRC R0&dre than 40,000 staff and volunteers were
trained in PSS this past year. As a best practice across cultures, the Movemerd 8aj080

people in Psychological First Aid (RB&practice developed by the

National Center for Post Traumatic Stress DisorderRNIED), a section of thénited States

Department of Veterans Affasland adopted by many national health casgstems during the

COVIBEL9 pandemic. PFA focuses on how to support those suffering crises and emergencies by

G[ 2212 [AaGSY>S YR [AY1¢é YR Aa Sicdiselntialf t & NI
distress, to encourage short and letgym fundioning and reduce the likelihood of trauma

symptoms?

2 KSy SadGlrofAaKAy3d LINPINIYa>X aSOSNYf LINRPJARSNA
02 K2 R2S&a ¢KIFGX 6KSYyZ YR gKSNBXEO (G2 YIL FyR
collaboration with cros-sectoral teams, it will be useful to learn which services are prioritized

by sector (e.g., referral information in a WASH program or empowerment training in a

livelihoods program). For triaging and referrals, WHO has also developed an intervention guide

for medical and PHC workers, planners, and managers to address mental, neurological, and
substance abuse. The guide outlines mental, neurological, and substance abuse conditions and
provides algorithms for clinical decisiomaking. Given the role of PHGnads in addressing

GKSaS AaadzSax LI NI 2F ARSYyUGAFeAy3d o6Sad LINI OGA
management strategies starting with prevalence of different MHPSS disorders in a given

community, how they are identified, who is referred aawhat point, and what care, support,

and followup is then provided.

All 10s, and many PR&upported NGOs and CBOs, have developed and offer a range of
individual and group counseling support activities. UNHCR has identified several scalable,

psychologial therapies for individual and group counseling (UNHCR 202Y) 46hich include:

1. Problem Management ;+tbased on cognitive behavioral therapy, for individuals and groups

to address depression, loss, and role transitions
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2. Interpersonal therapyfor individuals and groups to address loss, interpersonal conflict, and

social isolation; used with South Sudanese refugees in Uganda and refugees and migrants in

Europe
3. SeltHelp +for group therapy to address mild to moderate depression, anxiety, and distress

4. Integrated Adapt Therapybased on elements of cognitive behavior therapy and providing
six sessions for groups to address psychological symptoms (used with refugees in Burma,

Malaysia, Bangladesh, and Australia)

5. CommunityBased Socid herapyfor individuals ad groups of 15 to address
marginalization, mistrust, and social connectedness; used in several countries, including

Rwanda, Burundi, the Democratic Republic of the Congo, Liberia, Uganda, and Ethiopia

6. A ¢ KAY {1 AY Foplovile grauisdipport for perinat depression; used with women in

Pakistan, India, and Yemen

7. Common Elements Treatment Approafdr individuals and groups of 8 to 12; used with
IDPs in Irag and Ukraine, refugees in Thailand and Ethiopia, and nationals in Zambia and

Myanmar

8. & CNA Sy R ® Kak ibdividual problerrsolving therapy followed by peded group

support; currently being trialed in Zimbabwe.

Many of the PRMunded NGO country programs proposed individual and group counseling
interventions but do not necessarily specify the appeb or effectiveness of therapeutic
approaches used. For cressltural relevance and scalability, it will be useful to learn if/how
other PRMsupported, NGO/CBO providers are using and/or adapting these psychological
interventions and what other therapidsave been found to be effective and should be targeted

for specific populations.

UNICEF and Save the Children remain at the forefront of addressing child protection and

alt{{ YySSRad® Ly AdG&a wnum a{aGlFrdS 27F (Kbthez 2NI RQ
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COVIBL19 pandemic, focused for the first time on child and adolescent mental health. The

report examines MHPSS risk factors in families, schools, and communities arising from the
pandemic. UNICEF is also developing MHPSS guidelines and besegrfactahildren on the

Y2@S (G2 | RRNBSaa G(GKSasS Nral FFEOO2NAR Ay YAINF GA
noted that migrant children are suffering more than ever from bullying and stigma in host
communities and school systems. She also observattiie COVIEL9 pandemic has increased

LI NBSyiaQ FyR OFNBIAGSNEQ auNBaa gAIGK NBadZ GAy

violence.

IASC and the 10s at both headquarters and country levels have developed-CEspHTific

guidelines and interverons to respond during different pandemic levels (one to four). For

SEFYLX ST Lhak. ly3flRSaK RS@St 2 LISRI IsobtdaRd y OS T
¢ NSFGYSyd /SyaNBasz /2EQa . 1T NE WdzyS wnoé ¢KS
impact thattesting positive and being isolated was having on the mental and psychological

health of both the person isolated and their family. The IOM team adapted the IASC-C®VID

3dA RSt AYySa (2 GKS /2EQa . I1TFN O2yaS#ri (G2 LINROD
families and mobile phone counseling for those in isolation. For the vearst scenarios,

where families could not carry out funerals, IOM/Bangladesh worked with local religious

leaders to develop alternative rituals for mourners.

To address the gwing demand for specialized care and counseling, IOM (with funds from PRM

and other donors) developed a& S| NJ al t { { YIFI&aGSNBRQ OSNIUAFAOIGS
Ankrah with supervised fieldworkGraduates from this program are working with different

NGOs and refugee/IDP sites in Turkey, Mozambique, and the United Kingdom. IOM has also
offered weekend MHPSS programs in Syria, Lebanon, Nigeria, and Serbia and short courses in

Italy, Palestine, and Kosovo.

ThePRM NGO/CBO providers universally providmitoring, evaluation, assessment, and
learning (MEAL) systems in their proposals. The characteristic outcome measure is assessing
service usesatisfaction withservices provided, often quarterly and/or before, during, and after

the interventions. Most NGs/CBOs have outcome measures, and some have impact measures.
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Several 10s and NGOs reported significant interventionievelopreferral pathways and

systems to sustain MHPSS services through their s@soral interventions. These
includeensuring thatheir sector providers know how to make referrals for more specialized
care; identifying MHPSS protection needs early on; creating playgrounds and safe spaces for
counseling and support activities; addlivering basic and vocational education (e.g.,
empoverment training) in ways that reinforce PSS. These key components are not necessarily
addressed by one NGO, but ratheften reflect coordination across several I0s and NGOs to

developa multi-sectoral and layered approach.

PRM funding for NGO/CBOs sagtg a trend toward supporting more local CBOs, who partner
with, or may have been trained by, international NGOs. The majority of the funding is also
integrated into sector programming. Where data are available, the annualized direct cost per
beneficiaryof integrated programming ranges from $6.16 (IMC in Ethiopia) to $2,536.26 (IOM

in Thailand) This range reflects different countries (where costs will differ). The IMC $6.16 direct
cost per beneficiary for specific MHPSS integrated interventions providas@urate cost

calculation of the MHPSS integrated programming cost for one country, Ethiopia. In contrast,
LhaQada KAIK O2ai0 LISNI oSYSTFAOAIFINER Ay ¢KFAfIlYR
program activities. A more useful indication of ttenge of MHPSS annualized direct cost per
beneficiary may be derived from the 12 MHPSS standalone awards, where costs range from $21
to $483.33, with an average of $264.22 per beneficiary. The cost variation also reflects country

differences.

In scaling ad sustaining MHPSS operatioR&Mfunded 10s and NGOs, where there is
capacity,work directly with PHC clinics and provisiervices through national health ministries.
Community and sector staff are trained to refer service userspecialized MHPSSpgort

and PHC clinic staff are trained to refer them to regional or national MOH clinics and hospitals.
Specialized services, however, may be far from refugee and IDP camps. As reported during the
consultations (November and December 2021), many servieesdspend on expensive

medication and psychiatric care in public and private hospitals. NGOs, such as CVT and IMC,

which work with trauma and torture survivors, are therefore helping train local and national
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providers to offer specialized MHPSS. By engagith PHC clinics and MOH systems in middle

income countries, MHPSS providers can help improve the quality of care and develop referral
pathways to increasingly specialized care. That support and training may also benefit the host
country health systemddowever, manyow-incomecountries lack mental health cafer their

own populations and have limited capability to address specialized needs. As one NGO reports,
Chad, for example, has only one trained psychiatrist for the entire country. Althoughniguildi

referral pathways and capacity up the pyramid is best practice for scaling and sustaining MHPSS

OF LI OAlés RS@St2LIAY3I I O2 Y LINGRSHSIA2A Y Syeidaéih Savt Na-

with extensive training, supervision, and capaditylding.

Evaluation Question 1.1 Effectiveness of Integration
Programming

The 2007 IASC Guidelines called for a nseltitoral approachwith services and supports that

were multHlayeredand not only carried out by specialists (UNHCR 2021, 44). ICRC tkabrts

Ay AGa tlraSad adNBVSe 2F wmco ylLdAz2ylrt &a20ASGAS
OaYFAYaGNSI YAYyIE0o aSNWAOSa F2tt26SR o0& | YAED
16).

In the PRMfunded 10 and NGO programBJHPSS services are igtated into the protection,
nutrition, child protection,education,livelihoods,shelter, and WASH sectoasd
reproductivehealth, HIV/AIDSand S/IGB\programs. MHPSS services agegried out by a range
of actors (professional medical/healgtaff, othersector staff, community members, traditional
and religious leaders, anglunteers).For referrals to more specialized services, health,
protection, nutrition, and education potentially play key rolddany NGOs/CBOlsave MHPSS
interventions that are diretly tied to health programs and referrals to other NGOs/CBOs

offering mental health services and/or to national health care systems.

Integration across sectors and programs is widely reported by 10s and NGO&® ak
for identifying andreferring thosewith MHPSS needs to the appropriate services and level of

care,avoiding stigma, and addressing the mifittceted MHPSS needs of Po@Athin each
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sector, providing PSS support is seen as the responsibility of all. Protection ofBeetsrs,

and nutrtion workersplay key roles in identifying the MHPSS needs in their communities.

For children with psychologicakeds, for example, is not sufficient to refer them to a trained
clinical psychologist or psychiatrist; frontline educators need to be abbtedate supportive
environments. They can intervene to address the stigmatization of refugee and/or affected
local populations of childreand classroom bullying. Teachers, if trained, are also most likely to
witnessand identifygirls who may be victimsf &/GBVand child abuse. Likewise, protection

officers and nutritionists may be the first to recognize PTSD or intimate partner violence cases.

A challenge for effective sector integration in emergency
programming is convincing frontline workers to obtain the expertise
and training to take on MHPSS.

During the consultations 10s and NGOs raised concerns alather frontline workers have

the capacity and timéo identify MHPS8&eeds and make appropriateferralsandthe

expertise to provide support withd potentiallycausing harm. In this regard, PFA training may

be relevant across all sectors and for all humanitarian workers. A sexome®rn about

integrating MHPSS funding and interventions into other sediexpressed by NGOs and I0s

alike)is thatthe funds,commitment, and tracking of critical MHPSS indicatmes not
sufficientlyunderstoodas partofa 6  aA O ySSR&aé¢ Ay SYSNHSyO& LINe3I
Ay GKS LYGSNyragazyrt wSR / Nraa FyR wSR / NBaoS

encouraging and, as a model, could be explored further.

Evaluation Question1 . 2 Ef f ecti veness of NSt
Programming

Standalone MHPSS programming with targeted funding has allowed emergency and
humanitarian programs to develop a range of MHPSS sernfioes communitybased to highly
specialized mental health support. The targeted funding has helped in developing new
counseling techniques and specialized trauma support, community engagement strategies, and

referral pathways. Standalone MHPSS programmiay have also helped in identifying
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cultural adaptations to engage religious and traditional leaders and healers in the communities

in providing effective support.

PRMOs support for some | eading NGOs
services increasedthe knowledgebase, expertise,and capacity for all
the humanitarian community.

Standalone programming is also particularly useful for interventions research, knowing when
and how best to adapt interventions to fit the local context, and providing models of
supervi A 2y @ a2NB (GKFy 2yS Lh alt{{ |ROA&2NI 20
NGOs offering standalone MHPSS senvibe®ased the knowledge basexpertise,and

capacity for the whole humanitarian community. From some of the lessons learned from the
Safe from the Start programming f&GB\survivors, MHPSS advisors also observed that it is
important to have focused MHPSS expertise available at the beginning of an emergency to
ensure that the technical capacity and resources exist to integrate therséces across sectors.
This same focused, standalone expertise may also be most relevant when transitioning to
national MOH systems to ensure cost effective and sustainable, specialized care that is
informed by the latest research and evidence. The st programming may also be most
NSt SOlIyld G2 AYyF2N¥AYy3I GKS . dNBIF dzQa KSIEf GK

Evaluation Question 1.3 Challenges, Gaps, and Adaptations

PSS programs are a necessary but not sufficientcomponentfor those
with a serious mental health condition.

Meeting and increasing demand with limited/diminishing resources

A major challengéor NGOs and IOs provididgHPSServicedo PoCss scaling and sustaining
work where demand is increasing but donor resources are declining. Althbagd has been
increasing international recognitioof the importance of MHPSS during the COWD
pandemic mental healthcurrently only receives two peent of government health

budgets(WHO Meetinglune 12, 202titing the most recentMental Health Atlas). Given that

of
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an estimated 90 percent of the global population has PSS needs, and 22 percent have mental
health conditions (WHO consultation June 12220 the PRMunded 10s and NGOs can only
address amall percentage of demand. Uprooted populations also face many different mental
health and PSS needsevery point of their uprooting, journeys, and after obtaining temporary
settlement or durable solubn. Those displaced and living in camps and settlements for years
and generations are also more likely to be at risk for acute and chronic disorders. For example,
young adults caught in prolonged refugee situations reportedly are at increased riskidesuic
ideation, serious depression, substance abuse, and suicide (HIAS, IMC, and IOM consultations,
2021). Overall, there is no short term or immediate fix; addressing the MHPSS of PoCs will

require sustained support and changes in national health careipasrand budgets.
Mental health needs of young adults

Two mental health conditions prevalent in young adult PoCs are addiction and substance abuse
(including prescription drugs) and suicide ideation and suicide. Both are cited in the Sustainable
Developmat Goals and by IO/NGO practitioners. These issues need to be addressed early on

and will require sustained support.
Addressing thegap between mental health and PSS

Ly RStAOGSNAYy3a aSNWAOSas aSOSNIf alt{{arS&LISNIa
serious concern. PSS programs are a necessary but not sufficient component for those with a
serious mental healticondition. Practitioners are concerned that some of the community PSS

services are causing harm if the providers are not properly ¢échion the limits and boundaries

of their service provision. Collaborations with local traditional and religious leaders are critical,

odzi GK2&S gA0OK | LREAGAOIET 2N a3aISYRSNI NBF2NNE

vulnerability to convert can causgerm.

In 2016, mental disorders and addictions caused 7% of the global burden of disease as
measured in DALYs (daily adjusted life years) with depression accounting for the highest burden
(Rehm and Shield 2019). As the WHO mental health researchers/ebsdrancet (2019), the
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people (22-1%) in posonflict settings hs depression, anxiety disorder, pédstumatic stress

disorder, bipolar disorder, or schizophrenia and that almost one in ten people (9-1%)-n post

conflict settings has a moderate [of] severe mental disorder at any point in time. At the same

time, as noéd, systemic support for mental health is limited or Fexistent in many low

income countries, particularly for those who need specialized services.

Practitioners also observed that specialized services, in many countries, are largely provided
through rdigious leaders and psychiatric hospitals. Such hospitals are often mostly private, and
even public services often require some payment. Therefore, local populations without the
financial means may not have access to specialized care even if availablanN@@programs

are addressing this gawy providing voucherfor some of the most vulnerable grougs.g.,
S/IGB\survivors,PwDs,older people) to access specialized care. NGOs with MHPSS expertise
are also providing trauma and PTSD care and supervenohtraining local health workers to

provide specialized psychological care and services.
Building a sustainable system

MHPSS systems cannot be managed and sustained by outsiders. The engagement of outsiders
to collaborate and innovate remains relevahtt to be cost effective, dajo-day case

management, counseling, and support will need to be local. MHPSS practitioners speak of
building local and national capacity to sustain an MHPSS system over time in ways that suggest
I aNBftAST (2 elySaaSimefaneS yawidg samé dehsa of how that transition is

best organized and what an ideal outcome would be useful in future planning and prioritizing.

Humanitarian organizations have unique opportunities during crises to change the conversation
on what really matters. In moments of crisis, people are often forced to recognize that they
have deep needs and values that require different ways of acting and seeking support. For
many people who are used to being independent and-sefficient, such evestmay require a

lot more help and support than they are used to receiving. MHPSS services need to be ready at
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the outset to meet increased awareness and demé&hidith an increasing number of prolonged
emergencies, these early interventions need to evolad adapt to chronic needs and

demands.

This review found several adaptations that PRiMded NGOs are implementing to build
sustainable systems of care. Service providers report strengthening the capacity of sector
managers and other refugee and humanitriNGOs and CBOs, training PHC providers to
assess MHPSS needs, and developing referral pathways. They are also introducing new
counseling and intervention techniques, particularly for those with acute mental health needs
(e.g., thosesuffering from traumaand PTSD). Finally, they are training local and national
providers to take over specialized psychological and mental health support. There is a
discernable pathway in the reports from introducing and providing MHPSS to training and
supervising local andational providers to building lonterm collegial relationships to sharing
knowledge across countries and systems. There is also a trend of NGOs either engaging CBO

partners from the beginning and/or turning their work, over time, to local NGOs and CBOs.
Overcoming mental health stigma

Stigma and the lack of knowledge about mental health and psychosociabeiatj remain a
worldwide problem, reflected in inadequate resourcing and service provisiomelndtance to
accept services. Advocacy aaareness campaigns, even when taken on by community
members, may only go so far if there are not effective services and support in place. Engaging
different religious and traditional leaders and healers, who are often the first consulted, to

provide PSShieffective ways remains critical.

Developing a common terminology around issues of wiedling, resilience, and

functioning

Several IO MHPSS advisors observed the need to develop a common MHPSS terminology. Even
with specific counseling regimes, there damsignificant differences in interpretation and

procedure, which may be widened across different borders, cultures, health practices, and
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sectors. As seen in the proposals, the field has hundreds of acronyms that often lack common
definition. This lack afommon understanding also poses problems for measuring and assessing
program outcomes and impact. The WHO and UNICEF are currently developing and trialing an
MHPSS Minimum Service Package in five countries, which is expected to help in developing a

consigent terminology, sector protocols, and standards.

Evaluation Question 1.4 Evidence on Program Effectiveness

During COVID-1 9 , PRM6s programming effective
UNHCROGs 2013 Operational Guidelines th
should not necessarily do different things; rather do things
differentlyo (cited in UNHCR 2021).

The preliminary evidence is that PRM funding suppokeg humanitariadOs and NGOwith
MHPSS expertide trial and develogMHPSS interventions arsgrvices at the aset and
across sectors. The are¥sSSy A 2y SR Rdz2NAy3I (GKS O2yadA G GA2yasz

most effective, are in:

1 Providing some standalone MHPSS support at the onset of emergencies to integrate

these services effectively across sectors and inroomities
1 Supporting specialized trauma and PTSD care and training

1 Supporting the IO/NGO training and capaehyilding for PHC providers to develop

effectivereferral pathways and specialized psychological care

These preliminary findings should be folled up on, assessed, and validated first during the

next evaluation stages.

NGO MHPSS practitioners also appreciated the funding to providerBa@Dgdhroughout the
LI YRSYAO YR (KFG twa ¢l a aO2yliAydZAayJioni2 0S5 LI
on the impact of the COVHDO pandemic). Going from one year to myléar funding was seen

as importantto program effectiveness because building ownersimp the capacitiesf a
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multi-sectoraland multi-layered system do not happewvernight. Duringhe COVIEL9
LI YRSYAOS twaSTFFTONBEAMISY ¥AHAzZIRZNISR | bl / wQa

GKIFG aKdzYF yAGFENRIFY | OG2NR akKz2dZ R y2i ySOSaa
NE

RAFTFSNBylGfteéeg 6!'bl/w HAaHMO P ¢ RESANIPHEEMIC Has V |
changed MHPSS operations.

Evaluation Question 2: Integrating Service User Needs
and Perceptions

\N

twaQa LINRLRAlIf LINROSaa YIyRFGSa Iy a! OO02dzyil o

NGOs and CBOs have detailed plans and joesctn place. However, some appear to repeat

Gb2GA0S 2F CdzyRAY3I hLILRNIdzyAdeéd NBI|jdZANBYSyYy(a

be undertaken to ensure accountability. The Accountability to Affected Populations integration

Is usually evidered in the program designs and MEAL reporting.

Evaluation Question 2.1 Service User Consultation and
Feedback

New technologies to consult with service users and obtain their
feedback were introduced to address
Internet access in several locations.

The desk review of NGO proposals and reports suggests that NGOs are using one or more of
three Assistance to Affected Populations strategies to obtain service user consultation and

feedback:

1. Detailed MEAL plans and designateficgrs, indicators with quarterly surveys, and pre

and posttests for interventions (particularly, for training activities)

2. AAaSaaryda t2/aQ 02YYdzyAOFGA2y LINBFSNByO

including suggestion boxes, WhatsApp, Facebookigg,oand online platforms

3. Faceto-face interactions and designated troubleshooters in communities

t

Sa

h
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It would be useful for the evaluation team to learn which strategies motigatwice userso

respond (i.e., generate a high response rate) in differentexds.

Since client/beneficiary satisfaction is universally reported at 95 percent or above, it is unclear
how this indicator is discerning for measuring service fisedback. Many service users, when
being provided any service, may be reluctanbfter a candid assessment. An encouraging

trend in the recent proposals is the inclusion of outcome and impact indicators of service user
functionality and weHbeing through a case management approach. Many NGOs/CBOs provided
detailed monitoring and repding on pre and posttests. However, some of the reporting may
also benefit from case studies and narratives to address the how and why of PoC engagement

and program adaptations.

Service providers expanded the range of communication technologies dinenG®VIEL9
pandemic as facéo-face interactions and discussions were limited or shut down.
IOM/Bangladesh, faced with service uswith positive COVIR9 cases in isolatiomrovided
cell phones to patients and familieand facilitated video calls wheyossible New technologies

to consult with serviceuseisy R 2001 Ay UGKSANJ FSSRol O] 6SNE Ay
RAGARSE LyR £+0]1 2F AydSNYysSd 008aa Ay aSOSNI

NGOs and CBOs depend on a variety of community informants to obtainafeledncluding

translators, staff, community leaders, and clients. They also report holding small focus group
discussions and deriving information from counseling and support groups. These discussions

YR F20dza 3INRdzZLIA YI @& 0SRIKEI RAANYSNBSDINBEBYA 244 i K

survivors, women, and youth.

Evaluation Question 2.2 Program Adaptations
Reflecting Service User Feedback

This issue needs to be explored further in the planned survey and fieldwork interviews. It may
be that theadaptations are best evidenced in sequential proposals and activities, which are
F2{f26SR YR OSNATFTASR o0& twaQida wSTdASS / 22NRA
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enough evidence on the relative effectiveness of different technologies (e.g., #uugeed

during the COVI9 pandemic) in obtaining service user feedback and how that feedback, in
turn, led to specific program adaptations. For example, did the suggestion boxes or WhatsApp
groups used by women to report stress and anxiety during thedeenic lead to group

counseling online sessions? Several adaptations made during the @9ygdhdemic,

discussed in the next section, implicitly reflect service user feedback and the need to engage in
new ways, but do they work effectively, and will tHey sustained? In the next evaluation

stages, the evaluation team will investigate how and whether the new communication

technologies are bridging the digital divide and affecting service fesstback.

Evaluation Question 3: COVID-19 Pandemic Impacts

WhatAa y20 6ARSt & 1Y 2¢Y-exsting mekthl health cdnditiodfs Baves A (1 K L.
the same risk as those with prexisting noncommunicable diseases (NCDs) of falling ill with
YR Re@Ay3a 2F [/ hzxL5¢ 0621 h YSSUGAYy3I WdzyS MHZI HAH

As the MHPSS advisors obsstyseveral recent epidemics (COMI) SARS, MERS, Ebola, Zika,
measles, etc.had already significantiypycreasedVIHPSS risks for PoCs, who

often inhabit crowded conditions without adequate sanitation, clean water, and/or access to
comprehensive healtiservices. One advisor reported that the Ugandan government, having
had to adopt protective measures to isolate refugees from the Democratic Republic of the
Congo coming across the border with Ebola, was better prepared than other governments at
the start of COVIBLY with contact tracing, temperature controls, and handwashing stations

already in placé.

The COVIQ9 pandemic accentuated and elevated MHPSS risks globally as countries restricted
population movementshosted refugees antDPgor longerperiods,denied asylum and

refugee status, andefouledor turned back others at the bordewho then risked further harm.

The pandemic also overburdened national health care systems,

decreasedandhalted educational access, aned to the loss ofraditional praection

mechanisms, all of which have been essential to ensuring integrated MHPSS services and family
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and community supportMany refugees and IDPs lost jobs and livelihoods,thosk livingin
squatter settlementgversus established communities and canhpometimes found

themselves out on the street with no place to shelter. Some PoCs dependent on prescription
drugs could not obtain critical supplies, which put into question pharmaceutical treatment

regimes.

Globally, people suffered employment losses. Frontline workers were at higher risk of

contracting COVH29. Many PoCs continued to work in the informal sector, increasing their

health risk. Others uprooted and, on the move seeking shelter, food, safetyheaith care,

could not find new employment. Waiting time increases and stoppages for asylum decisions

Ff&a2 KIFEIR Iy AYLI OGO 2y t2/aQ YSyidlrt KSIfGK FyR

businesses. These disruptions increased the mental heattitebufor PoCs.

2 KIG Aa y2id gARSt & | yeXigtyig nierdtal hedth dondiionshawed S G A (K
same risk as those with prexisting noncommunicable diseases (NCD$lbhg ill withand

Re&Ay3d 2®HO meeting, December 6, 2021). Maajired populations also have higher
COVIBL9 prevalence and other serious disease morbidity and mortality. Although not yet

measured, the most immediate, serious impatthe pandemidor PoCs was increased
Y2NDARAGES & tmdrialy. Thdsepahdericrealltigsihderscoredhe importance

of continuing to address basic human needs (food, shelter, medical care) with MHPSS support.

Evaluation Question 3.1 Partner Adaptations and Factors that
Facilitated Adaptations

Adjusting to the pandemic required the NGOs, CBOs, and IOs to
address an increased caseload at a distance and, often, virtually
(cited in consultations in November 2021).

Major depressive and anxiety disorders were reported as the main reasons for the increase in
caseloads. Even thougkfugee and migranspecific epidemiological data may be lacking
(WHO Consultation December 6, 2021), these reports confirm global findihgscét

literature review found that anxiety disorders were less than 9.7 percent for countries with
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relatively fav COVIEL9 cases (such as New Zealand and Mongolia) but greater than or equal to
36.4 percent in countries with major caseloads (such as Egypt and Colombiéaantledreview

found that women and young adults were disproportionately affected, which sraisorted

by the 10s and NGO MHPSS managers. The reviewers admit tiattowe countries and

other mental health impacts are undeepresented in these studies.

Evaluation Question 3.2 Changed Understanding of Best
Practices in Light of the Pandemic

Given the likelihood of new pandemics, increased population
movements from climate change, and further conflict in many
regions,societal MHPSS capacity to provide care and support needs
to be scaled.

Going local

After the initial disruption, many of theRMfunded 10s and NGOs (funded from 2020
onwards) reported turning more frequently to trained workers and staff within PoC
communitiesto provide services. Where there was good network coverage, they used Zoom
and other meeting technologies to provide or counseling and supervision. They also
reported training more PoC community leaders, staff, and volunteers in providingiRFA

other support, who, in turn, organized small group meetings.

Using different tools and technologies to address more peoplecanvenient times
and with privacy

Providing online counseling sessions had several advantages; for example, there could be more
privacy and flexibility, which was particularly important for mothers with children. The
counselors could also handle intakedareferrals more quickly and waiting times decreased. At

the same time, caseload increases and long hours led to staff burnout.

Recognizing the importance of engaging and supporting caregivers
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With schools closed, UNICEF and several NGOs reported degetopine educational services.

They also supported parents in delivering new curricula and addressed their welfare in face of
the multiple demands on parents and other caregivers. They developed radio programming so
children could continue learning at harand work independently and IOM, UNICEF, and NGOs

reported delivering curriculum packages to households.

Training all people in PFA for sedre and support to others

The PFA training was provided to many different service user groups, staff, anceeotunt

(including ICR®ovementstaff and volunteers). Ironically, this training should probably have

been disseminated far more widely in Western Europe and North America, because the MHPSS

impact was global.

Staff support, training, and supervision

Many MHPSS programs had to lay off staff and/or cut back on hours. Others proudly reported
that they kept their staff and work going online. At the same time, those who continued
working online observed high levels of burnout, stress, and secondary trauma. Waessive

gt @Sasx 2yS {SYyA2N) al yl3ISNI NSLR2NIas aLIS2LX S
YR INBE aadNWzZA3ftAy3a G2 06S NBt SOOIyl | yR LINE
psychologist to support its staff and noted that this decision madkfference to staff morale.

An 10 manager observed that weltlucated MHPSS staff members from the capital had more
trouble adapting to the changed realities of CO\IDthan the PoCs who were used to having
their lives disrupted. One MHPSS lesson ledrinem COVIEL9 was that addressing staff

burnout and secondary trauma is critical to maintaining quality care.

Giventhe likelihood of newpandemicsjncreased population movements from climate change,
and further conflict in many regions, societal MHRS&facity to provide care and support
needs to be scaled (e.g., local MHR@&8ed community volunteers, setfare strategies in

school curricula, PFA training) with provider support organized in advance.

I N.

a8y
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Eval uati on Question 4: Styengt
to Meet and Address Service User Needs

Evaluation Question 4.1 Relevance of Existing MHPSS
Strategy to Funding Decisions

The consultations and documents provide extensive evidence that treating specialized mental
health and psychological disorders is an essential paneafth programming As the MHPSS
managers noted, an understanding of the mental health determinantssefadie became
apparent during the COVADB pandemic. The pandemic also increased global awareness that

mental health matters.

Several NGO MHPSS advisors observed that there is increasing evidence and recognition that
MHPSS is critical to I[Hgaving outcomes in several key sectors and services (shelter, food,
WASH, livelihoods). One mentioned that a recent livelihoods progranex@mmple, found that
training was not effective if service users were not concurrently provided with MHPSS services.
Many women who had lost employment during the pandemic became severely depressed, and
even though they had the skills and knowledge, lacke strength or will to start a new

venture. This linkage between sector lifesaving support and MHPSS should be explored further

with sector managers and MHPSS staff.

Building local capacityp support communities and address basic PSS is how widedyptacc

(and reported in the literature, consultations, and PRM portfolio) as requiring a-seageral,
systemic approach. That approach is describethagasing community awareness and
addressing stigma; identifying, training, and developing local osmprand resources; and
building capacity toefer andaddress acute mental health needs. At the same time, the
Evaluation Team should explore further how that is done most effectively in ways that maintain
boundaries and do not cause harm. They should dtgxument the role and place for

standalone interventions.
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Evaluation Question 4.2 Effectiveness of Strategy from-
COVID-19 to fABuild Back Bettero

The pandemic is not over and many PoCs are not vaccinated. They may also still be recovering
from the griefand shock of losing family members, friends, livelihoods, communities, and place.

The evaluation field research, which is likely to occur amid an ongoing crisis and local

emergencies, has the potential to identify some of the MHPSS systems and strakeqiaset

0SAY3 Lzt Ay LI I OS y2g GKIFIG O2dd R LROSYOGALlff &
evaluation research will be particularly useful if the evaluation team learns from service users

and service providers directly what support and copmgchanisms are key to their continued

survival and resilience and can concretely advise on what support could make a difference

ahead.

Evaluation Question 4.3 Changes and Updates Needed

Recent MHPSS changes and updates relate to addressing staff neesiscandary trauma,
making a concerted effort to incorporate MHPSS expertise in PHC systems and national care
health systems, and integrating MHPSS expertise and interventions into all emergency
programming at the onset of emergencies. As a rapidly chgngiml evolving field, these and
other changes and updates need to be evidenced at all operational levels. These preliminary

observations will be tested, amplified, and validated in subsequent evaluation research.
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Annex 7: Presenting Qualitative Data

Interview and group data collection capture perspectives of stakeholders in their own words
andare useful to inform program interventions in order to understand what key stakeholders
think is going well, where they see challenges, what changes they perodbeedccurring as a

result of the intervention, and how they view the intervention overall.

Qualitative data can add important context to help program stakeholders learn what needs to

be continued or changed about the intervention, increasing chanceghieaintervention will

contribute to desired results. Qualitative data can also add important context to any results

emerging from an intervention. If a change is observed, is it due to the design of the

intervention? The manner of implementation? Soundmagement? Or a combination of these

OFYR 20KSNJ FIFOG2NROK ¢KS&aS jdzSadA2yasthaghy oS |
jdzt €t AGF GABS RIFEGF® CNRY | LINRPANIY LISNBLSOGADSS
WgKeQ |l dzS & (i Aiagy uestioa of vhiethek & progrin® ha® caused a result or not.

Interview and focus group data collection are often conducted using semi structured data
collection tools. In such tools, important topics and a general question owlie@repared in
advance However, the evaluator has leeway to word the questions and decide on question
sequence based on the interview setting. In addition, the evaluator is free to pursue topics that
emerge during the interview/focus group that were not anticipated. Thedbo this

approach is that data collection is flexible and can be tailored to different data collection
settings. The challenge is that analysis is difficult because respondents are not asked the exact

same questions in the same sequence.

When analyzig qualitative data captured through sesstiructured methods it is incumbent

upon the data analysts to identify emerging patterns and themes from the data. Presenting

findings using proportions or percentages of respondents is typically not useful if theada

derived from semstructured oropenended methods. For example, if data are presented as
F2ftt26aY aun 2F yn NBALRYRSy(HlasdF8KE GHBFRSHKSA
wrongly interpret the finding to mean that the majority of resptants felt that the training
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content was not relevant, because it could be the case that the majority of respondents were
not asked a question specific to the relevance of training content during data collection. Thus,
gualitative data analysis depends tre experience and integrity of the data analysts to

present the data in a manner that is fair, accurate and useful. This often involves triangulating

findings across multiple data sources.

Qualitative data presentation often includes the use of quotest there captured during data
collection. Quotes are included in evaluation reports when they are considered representative

of a general theme that emerged through data analysis.
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Annex 8: Conflict of Interest Disclosures

Disclosure of Real or Potential Conflict of Interest for
DoS Evaluations

Instructions:

Evaluations of U.S. Department of State (DoS) projects will be undertaken so that they are not
subject to the perception or reality of biased measurement or reporting due to conflict of
interest. Foexternal evaluations, all evaluation team members will provide a signed statement
attesting to a lack of conflict of interest or describing an existing conflict of interest relative to

the project being evaluated.

Evaluators of DoS projects have a resgaifisy to maintain independence so that opinions,
conclusions, judgments, and recommendations will be impartial and will be viewed as impartial
by third parties. Evaluators and evaluation team members are to disclose all relevant facts
regarding real or ptential conflicts of interest that could lead reasonable third parties with
knowledge of the relevant facts and circumstances to conclude that the evaluator or evaluation
team member is not able to maintain independence and, thus, is not capable of girgrci
objective and impartial judgment on all issues associated with conducting and reporting the
work. Operating Unit leadership, in close consultation with the Contracting Officer, will
determine whether the real or potential conflict of interest is amat should disqualify an
individual from the evaluation team or require recusal by that individual from evaluating

certain aspects of the project(s).

In addition, if evaluation team members gain access to proprietary information of other
companies in thgrocess of conducting the evaluation, then they must agree with the other
companies to protect their information from unauthorized use or disclosure for as long as it
remains proprietary and refrain from using the information for any purpose other thanftna

which it was furnished.
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Real or potential conflicts of interest may include, but are not limited to:

1 Immediate family or close family member who is an employee of the DoS operating unit
managing the project(s) being evaluated or the implementingaargation(s) whose

project(s) are being evaluated.

1 Financial interest that is direct, or is significant/material though indirect, in the
implementing organization(s) whose projects are being evaluated or in the outcome of

the evaluation.

9 Current orprevious direct or significant/material though indirect experience with the
project(s) being evaluated, including involvement in the project design or previous

iterations of the project.

1 Current or previous work experience or seeking employment withib& operating
unit managing the evaluation or the implementing organization(s) whose project(s) are

being evaluated.

9 Current or previous work experience with an organization that may be seen as an
industry competitor with the implementing organization(shese project(s) are being

evaluated.

1 Preconceived ideas toward individuals, groups, organizations, or objectives of the

particular projects and organizations being evaluated that could bias the evaluation.
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Disclosure of Conflict of Interest for DoS Evaluation
Team Members

Katherine Batchelder, Monitoring and Evaluation Specialist Il
Organization: EnCompass, LLC

Evaluation Position: Team member

Contract Number: D17PC00492

Task Order Number: 140D0421F0739

DOS Projects evaluated includejects from PRM MPSS Portfolio implemented by the
following 10s/NGOs:

T UNHCR

1T IOM

1T WHO

1 ICRC

1 UNICEF

1 Hebrew Immigrant Aid Society (HIAS)
1 International Medical Corp (IMC)

1 Center for Victims of Torture (CVT)

1 Jesuit Refugee Services (JRS)

Real or potential conflicts of interesta include, but are not limited to:



Page223of 281

1 Close family member who is an employee of the DoS operating unit managing the
project(s) being evaluated or the implementing organization(s) whose project(s) are

being evaluated.

9 Financial interest that is direct, or $ggnificant though indirect, in the implementing

organization(s) whose projects are being evaluated or in the outcome of the evaluation.

1 Current or previous direct or significant though indirect experience with the project(s)
being evaluated, including inlvement in the project design or previous iterations of

the project.

9 Current or previous work experience or seeking employment with the DoS operating
unit managing the evaluation or the implementing organization(s) whose project(s) are

beingevaluated.

1 Current or previous work experience with an organization that may be seen as an
industry competitor with the implementing organization(s) whose project(s) are being

evaluated.

1 Preconceived ideas toward individuals, groups, organizations, octogs of the

particular projects and organizations being evaluated that could bias the evaluation.
Do you have a real or potential conflict of interest to disclose?: No

| certify that | have completed this disclosure form fully and to the best of mytyahitd that |

will update this disclosure form promptly if relevant circumstances change. If | gain access to
proprietary information of other companies, then | agree to protect their information from
unauthorized use or disclosure for as long as it remsaroprietary and refrain from using the

information for any purpose other than that for which it was furnished.

Signature! ¥
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Date: April 22, 2022
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Lane Benton, Project Coordinator
Organization: EnCompass, LLC
Evaluation Position: Team member
Contract Nimber: D17PC00492
Task Order Number: 140D0421F0739

DOS Projects evaluated include projects from PRM MHPSS Portfolio implemented by the
following 10s/NGOs:

1 UNHCR
1T IOM
1T WHO
1 ICRC
1 UNICEF
1 Hebrew Immigrant Aid Society (HIAS)
1 International Medical Corp (IMC)
1 Cente for Victims of Torture (CVT)
1 Jesuit Refugee Services (JRS)
Real or potential conflicts of interest may include, but are not limited to:

1 Close family member who is an employee of the DoS operating unit managing the
project(s) being evaluated or the impl@mting organization(s) whose project(s) are

being evaluated.
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1 Financial interest that is direct, or is significant though indirect, in the implementing

organization(s) whose projects are being evaluated or in the outcome of the evaluation.

9 Current orprevious direct or significant though indirect experience with the project(s)
being evaluated, including involvement in the project design or previous iterations of

the project.

1 Current or previous work experience or seeking employment with the DoS opgrati
unit managing the evaluation or the implementing organization(s) whose project(s) are

being evaluated.

9 Current or previous work experience with an organization that may be seen as an
industry competitor with the implementing organization(s) whose prt{gcare being

evaluated.

1 Preconceived ideas toward individuals, groups, organizations, or objectives of the

particular projects and organizations being evaluated that could bias the evaluation.
Do you have a real or potential conflict of interest to disel?: No

| certify that | have completed this disclosure form fully and to the best of my ability and that |
will update this disclosure form promptly if relevant circumstances change. If | gain access to
proprietary information of other companies, theragree to protect their information from
unauthorized use or disclosure for as long as it remains proprietary and refrain from using the

information for any purpose other than that for which it was furnished.

L ane Benton

Signature.

Date: 30 November 2021
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Lauren Else, MEL Specialist I
Organization: EnCompass, LLC
Evaluation Position: Team member
Contract Number: D17PC00492
Task Order Number: 140D0421F0739

DOS Projects evaluated include projects from PRM MHPSS Portfolio implemented by the
following 10s/NGOs:

1 UNHCR
1T IOM
1T WHO
1 ICRC
1 UNICEF
1 Hebrew Immigrant Aid Society (HIAS)
1 International Medical Corp (IMC)
1 Center for Victims of Torture (CVT)
1 Jesuit Refugee Services (JRS)
Real or potential conflicts of interest may include, but are not limited to:

1 Close family member whie an employee of the DoS operating unit managing the
project(s) being evaluated or the implementing organization(s) whose project(s) are

being evaluated.
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1 Financial interest that is direct, or is significant though indirect, in the implementing

organizaton(s) whose projects are being evaluated or in the outcome of the evaluation.

9 Current or previous direct or significant though indirect experience with the project(s)
being evaluated, including involvement in the project design or previteuations of

the project.

91 Current or previous work experience or seeking employment with the DoS operating
unit managing the evaluation or the implementing organization(s) whose project(s) are

being evaluated.

9 Current or previous work experience with arganization that may be seen as an
industry competitor with the implementing organization(s) whose project(s) are being

evaluated.

1 Preconceived ideas toward individuals, groups, organizations, or objectives of the

particular projects and organizations bgirevaluated that could bias the evaluation.
Do you have a real or potential conflict of interest to disclose?: No

| certify that | have completed this disclosure form fully and to the best of my ability and that |
will update this disclosure form promptlf/relevant circumstances change. If | gain access to
proprietary information of other companies, then | agree to protect their information from
unauthorized use or disclosure for as long as it remains proprietary and refrain from using the

information fa any purpose other than that for which it was furnished.

G —

Signature:

Date: 12/6/21
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Sara Ahmaz, Subject Matter Expert (consultant)
Organization: EnCompass, LLC
Evaluation Position: Team member
Contract Number: D17PC00492
Task Order Number: 140D0421F073

DOS Projects evaluated include projects from PRM MHPSS Portfolio implemented by the
following 10s/NGOs:

1 UNHCR
1T IOM
1T WHO
1 ICRC
1 UNICEF
1 Hebrew Immigrant Aid Society (HIAS)
1 International Medical Corp (IMC)
1 Center for Victims of Torture (CVT)
1 Jesuit Refugee Seces (JRS)
Real or potential conflicts of interest may include, but are not limited to:

1 Close family member who is an employee of the DoS operating unit managing the
project(s) being evaluated or the implementing organization(s) whose project(s) are

being evaluated.
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1 Financial interest that is direct, or is significant though indirect, in the implementing

organization(s) whose projects are being evaluated or in the outcome of the evaluation.

9 Current or previous direct or significant though indirect esxpnce with the project(s)
being evaluated, including involvement in the project design or previous iterations of

the project.

91 Current or previous work experience or seeking employment with the DoS operating
unit managing the evaluation or the implemergiorganization(s) whose project(s) are

being evaluated.

9 Current or previous work experience with an organization that may be seen as an
industry competitor with the implementing organization(s) whose project(s) are being

evaluated.

1 Preconceived idea®ward individuals, groups, organizations, or objectives of the

particular projects and organizations being evaluated that could bias the evaluation.

Do you have a real or potential conflict of interest to disclose?: Yes, | am currently working as a

consutant for UNICEF.

| certify that | have completed this disclosure form fully and to the best of my ability and that |
will update this disclosure form promptly if relevant circumstances change. If | gain access to
proprietary information of other compang then | agree to protect their information from
unauthorized use or disclosure for as long as it remains proprietary and refrain from using the

information for any purpose other than that for which it was furnished.
Signature: Sara Amhaz

Date: 04/12/21
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Gayatri Malhotra, MEL Specialist |
Organization: EnCompass, LLC
Evaluation Position: Team member
Contract Number: D17PC00492
Task Order Number: 140D0421F0739

DOS Projects evaluated include projects from PRM MHPSS Portfolio implemented by the
following 0s/NGOs:

1 UNHCR
1T IOM
1T WHO
1 ICRC
1 UNICEF
1 Hebrew Immigrant Aid Society (HIAS)
1 International Medical Corp (IMC)
1 Center for Victims of Torture (CVT)
1 Jesuit Refugee Services (JRS)
Real or potential conflicts of interest may include, but are not limited to:

1 Close farly member who is an employee of the DoS operating unit managing the
project(s) being evaluated or the implementing organization(s) whose project(s) are

being evaluated.
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1 Financial interest that is direct, or is significant though indirect, in the implemgnt

organization(s) whose projects are being evaluated or in the outcome of the evaluation.

9 Current or previous direct or significant though indirect experience with the project(s)
being evaluated, including involvement in the project design or previeuatibns of

the project.

91 Current or previous work experience or seeking employment with the DoS operating
unit managing the evaluation or the implementing organization(s) whose project(s) are

being evaluated.

9 Current or previous work experience with arganization that may be seen as an
industry competitor with the implementing organization(s) whose project(s) are being

evaluated.

1 Preconceived ideas toward individuals, groups, organizations, or objectives of the

particular projects and organizations begi evaluated that could bias the evaluation.
Do you have a real or potential conflict of interest to disclose?: No

| certify that | have completed this disclosure form fully and to the best of my ability and that |
will update this disclosure form promptlf/relevant circumstances change. If | gain access to
proprietary information of other companies, then | agree to protect their information from
unauthorized use or disclosure for as long as it remains proprietary and refrain from using the

information for any purpose other than that for which it was furnished.

Signature.

Date: 2/15/22
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Alfred Theodore Rizzo, MEL Specialist Il
Organization: EnCompass, LLC
Evaluation Position: Team member
Contract Number: D17PC00492
Task Order Number: 140D0421F0739

DGS Projects evaluated include projects from PRM MHPSS Portfolio implemented by the
following 10s/NGOs:

1 UNHCR
1T IOM
1T WHO
1 ICRC
1 UNICEF
1 Hebrew Immigrant Aid Society (HIAS)
1 International Medical Corp (IMC)
1 Center for Victims of Torture (CVT)
9 Jesuit Refugee ServicelRS)
Real or potential conflicts of interest may include, but are not limited to:

1 Close family member who is an employee of the DoS operating unit managing the
project(s) being evaluated or the implementing organization(s) whose project(s) are

being evalated.
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1 Financial interest that is direct, or is significant though indirect, in the implementing

organization(s) whose projects are being evaluated or in the outcome of the evaluation.

9 Current or previous direct or significant though indirect experiendé thie project(s)
being evaluated, including involvement in the project design or previous iterations of

the project.

91 Current or previous work experience or seeking employment with the DoS operating
unit managing the evaluation or the implementing orgati@as) whose project(s) are

being evaluated.

9 Current or previous work experience with an organization that may be seen as an
industry competitor with the implementing organization(s) whose project(s) are being

evaluated.

1 Preconceived ideas towaiddividuals, groups, organizations, or objectives of the

particular projects and organizations being evaluated that could bias the evaluation.
Do you have a real or potential conflict of interest to disclose?: No

| certify that | have completed this disslare form fully and to the best of my ability and that |

will update this disclosure form promptly if relevant circumstances change. If | gain access to
proprietary information of other companies, then | agree to protect their information from
unauthorizel use or disclosure for as long as it remains proprietary and refrain from using the

information for any purpose other than that for which it was furnished.

Appred ] Kizzs

Signature:

Date: 2/15/22
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Jonathan Jones, Director of Technical Assistance and
Evaluation

Organiation: EnCompass, LLC
Evaluation Position: Team member
Contract Number: D17PC00492

Task Order Number: 140D0421F0739

DOS Projects evaluated include projects from PRM MHPSS Portfolio implemented by the
following 10s/NGOs:

1 UNHCR

1 IOM

T WHO

1 ICRC

1 UNICEF

1 Hebrew mmigrant Aid Society (HIAS)
1 International Medical Corp (IMC)

1 Center for Victims of Torture (CVT)
1 Jesuit Refugee Services (JRS)

Real or potential conflicts of interest may include, but are not limited to:
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1 Close family member who is an employee of the DaSatng unit managing the
project(s) being evaluated or the implementing organization(s) whose project(s) are

being evaluated.

9 Financial interest that is direct, or is significant though indirect, in the implementing

organization(s) whose projects are bgievaluated or in the outcome of the evaluation.

9 Current or previous direct or significant though indirect experience with the project(s)
being evaluated, including involvement in the project design or previous iterations of

the project.

9 Current or previos work experience or seeking employment with the DoS operating
unit managing the evaluation or the implementing organization(s) whose project(s) are

being evaluated.

1 Current or previous work experience with an organization that may be seen as an
industry competitor with the implementing organization(s) whose project(s) are being

evaluated.

1 Preconceived ideas toward individuals, groups, organizations, or objectives of the

particular projects and organizations being evaluated that could bias thieiztian.
Do you have a real or potential conflict of interest to disclose?: No

| certify that | have completed this disclosure form fully and to the best of my ability and that |
will update this disclosure form promptly if relevant circumstances chaitfgiegain access to
proprietary information of other companies, then | agree to protect their information from
unauthorized use or disclosure for as long as it remains proprietary and refrain from using the

information for any purpose other than that forhich it was furnished.
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%W%f

Date: 2/15/22

Signature:
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Lynellyn Long, Evaluation Team Lead (consultant)
Organization: EnCompass, LLC
Evaluation Position: Teatread
Contract Number: D17PC00492
Task Order Number: 140D0421F0739

DOS Projects evaluated includejects from PRM MHPSS Portfolio implemented by the
following 10s/NGOs:

1 UNHCR
1T IOM
1T WHO
1 ICRC
1 UNICEF
1 Hebrew Immigrant Aid Society (HIAS)
1 International Medical Corp (IMC)
1 Center for Victims of Torture (CVT)
1 Jesuit Refugee Services (JRS)
Real or potential conitts of interest may include, but are not limited to:

1 Close family member who is an employee of the DoS operating unit managing the
project(s) being evaluated or the implementing organization(s) whose project(s) are

being evaluated.
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1 Financial interest thais direct, or is significant though indirect, in the implementing

organization(s) whose projects are being evaluated or in the outcome of the evaluation.

9 Current or previous direct or significant though indirect experience with the project(s)
being evaluged, including involvement in the project design or previous iterations of

the project.

91 Current or previous work experience or seeking employment with the DoS operating
unit managing the evaluation or the implementing organization(s) whose project(s) are

being evaluated.

9 Current or previous work experience with an organization that may be seen as an
industry competitor with the implementing organization(s) whose project(s) are being

evaluated.

1 Preconceived ideas toward individuals, groupsgyanizations, or objectives of the

particular projects and organizations being evaluated that could bias the evaluation.
Do you have a real or potential conflict of interest to disclose?: No

| certify that | have completed this disclosure form fudhd to the best of my ability and that |

will update this disclosure form promptly if relevant circumstances change. If | gain access to
proprietary information of other companies, then | agree to protect their information from
unauthorized use or disclaoee for as long as it remains proprietary and refrain from using the

information for any purpose other than that for which it was furnished.

Signature B Zﬁﬂ @%’ﬂq/
Date ‘r.i../lr /42_{ d
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Annex 9. Additional Survey Charts

Table 18: Supporting data table foExhibit 2 ¢ The exent to which NGOs shifted MHPSS programming resources
and attention to respond to the pandemic (n=25)

Moderately or Prefer notto = Not

Issue L Not at all 52y Qi 1 _
Significantly say applicable

Increase in IPV 88% 0% 4% 0% 8%

Increase in SGBV 85% 4% 8% 0% 4%

incidents

Insufficient Food 68% 20% 8% 0% 4%

Supplies and deliveries

Lack of Access to 70% 19% 4% 0% 7%

Educational Services

Lack of access to 56% 20% 8% 0% 16%

persons without internet

Less access with over  64% 20% 4% 0% 12%

burdened medical

services

Longterm COVID health 52% 32% 4% 0% 12%

impacts

Loss of housing or 64% 20% 0% 0% 16%

shelter

Loss of Livelihoods 76% 12% 0% 0% 12%

[Return to Exhibi®]
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Exhibit 4: MHPSS services that have been provided using HRMiing and if the services have been staatbne
or integrated through a sector program





















































































































